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e Controls the irritant, reflex 


A new approach to the Cough proble 
‘PECTAMOL’ Linctus 8 


Each teaspoonful contains 10 mg. of the citrate of the diethylantino- 
ethoxyethyl ester of a:a -diethylphenylacetic acid (oxeladin) 


e@ Pleasant to take and well tolerated 








e Contains no opiates or their tives 


Descriptive literature pe 





(plus purchase tar) 
LS ed Q5Sin supplied on request 
THE BRITISH DRUG HO oe L (Medigal 
nt. Copy 
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TTHE LAW AND ETHICS OF DENTAL 
PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the Medical Protection Society 


anc 
D. MORGAN, L.D.S. (Leeds) 
Formerly Deputy Dental] Secretary of the British Dental 
Association 
Foreword by Professor e. ae BRADLAW, M.D.S. Dunelm, F.D.S., 


Professor of Oral Peibology Durham University 
Director, Newcastle-upon-Tyne Dental School 


Expert guidance on the or problems which confront the 
entist 





Demy 8vo 98 + viii Price 7s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


N THE MENTAL HOSPITAL 
Eleven articles reprinted from THE LANCET. 


A group of articles chiefly concerned with the value of active 
occupation and work for menta] patients and the means whereby 
it is best provided. 


72 pages. Price 2s. 6d. (postage 4d.) 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy — 252 pages Price 10s. 6d. net, plas 10d. postage 


* t is because these essays remind us so vividly of onere 
man inat the book has an especial value for all doctors. . The 
book should become a classic. 

—Review in British Medical Journal. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 








Third Edition 
A BPOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
Completely revised. 74 Chapters (11 new). 1594 Illustrations 
11 Colour Plates. 1568 Pages. Price £8 10s. net. 


) ae Lewis & Co. Ltd., 136, Gower-street, W.C.1 


Sizth Edition Now arailable 

JRINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, C.B.E., D.Sc., Ph.D., F.R.S. 
Demy 8vo 314 + x 10s. 6d. net, plus 6d. postage 


Revised and enlarged (containing a new chapter on Clinica) 
Trials and 16 pages of random sampling numbers). 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 








UNITED STATES OF AMFRICA AND CANADIAN fFILING RIGHTS 
HELD BY OXFORD UNIVERSITY Preas, INc. 
114, Fifth Avenue, New York, 11, N.Y., U.S.A. 


AREERS IN MEDICINE 
Edited by P. O. WILLIAMS, M.A. (Canteb.), M.B., 
B.Chir., M.R.C.P. 


With contributions from 49 eminent medical] authorities 
Or. 8vo 292 pages Price 15s. net, plus 1s. 4d. postage 
This book outlines So petieaer qualities of mind, the type 
and amount of s jalised training, required in each branch of 
aad Medical Profession. 
it should be in the hands of everyone who has to advise 


modes students, and certainly should be consulted by every 
newly-qualified doctor.”’—The Practitioner. 


Hodder & Stoughton Ltd., 20, Warwick-square, London, &.C.4 








SIX VALUABLE VOLUMES 








THE PRACTICE OF MEDICINE 
Edited by J. S. RICHARDSON, M.V.O., M.A., M.D., F.R.C.P. 
86 Illustrations. 


GYNACOLOGY 
Fifth Edition. By DOUGLAS MacLEOD, F.R.C.P., F, 
F.R.C.0.G., and CHARLES D. READ, F.R.CS., F.R. 
F.R.C.0.G. 551 Illustrations, including 27 Plates in Colour 80s. 


HIGH BLOOD PRESSURE 
By G. W. PICKERING, M.A., M.B., M.D. (Ghent), F.R.C.P. 
106 Illustrations (5 in Colour). 





ESSENTIALS OF ORTHOPADICS 
By PHILIP WILES, M.S., F.R.C.S., F.A.C.S. 
Second Edition. 7 Coloured Plates and 393 Text-figures. 55s. 


COMMON DISEASES OF THE EAR, NOSE AND 


THROAT 
Second Edition. By PHILIP READING, M.S., F.R.C.S. 
2 Coloured Plates and 38 Text-figures. 22s. 6d. 


CHILD HEALTH AND DEVELOPMENT 
By various , Edited by R. W. B. ELLIS, O.B.E., M.A., 
M.D., F.R.C 
Second Egition, 81 Illustrations. 42s. 





J. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 
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K( Clinical experience over 20 years has proved that 
regular administration of Anahemin is a totally 
\ e effective treatment for Pernicious Anzmia. 

( Established Anahemin produces a prompt and satisfactory 
| erythropoiesis in patients in relapse, it ensures the 
) t maintenance of a normal erythrocyte level in 
\\ treatm en patients in remission and is effective in preventing 
( the onset of subacute combined degeneration of 
\ for the cord. 

Anahemin has been used and reported to be 
beneficial in the following conditions: 


o s 
Pernicious @ Herpes Zoster and Post Herpetic Neuralgia 


@ Tropical Nutritional Macrocytic Anzmia 


Anemia @ Post partum Syndrome 
“ANAHAMIN’ 


: : 1 ml. ampoules, Boxes of 6 at 11/4, 25 at 43/4 
Literature and specimen packings 2 ml. ampoules, Boxes of 6 at 19/-, 25 at 74/- 
are available to members of the Vials of 10 ml. at 14/8 and 25 ml. at 35/10 
Medical Profession on request. BASIC N.H.S. PRICES 
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.-- but for the affected joint 


SODIUM GENTISATE 


(GABAIL) 


: : 
in Rheumatic Disease 


Sodium Gentisate (Gabail) gives results 
similar to large doses of salicylate, 
with however — 


NO increase in prothrombin time 
NO lowering of alkaline reserve 
NO tinnitus or aural symptoms 
NO gastric irritation 
* 
In coated tablets 0°5G. 
Dose: Upwards of 2 
tablets thrice daily 


Distributors: THE ANGLO -FRENCH DRUG CO. LTD. 11-12 GUILFORD “STREET, LONDON, W.C.|I 
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New Preparations 





TRACE MARK 


pavacol | 


pavacol diabetic 
Cough Syrup 


The active ingredients of the original 
Pavacol syrup are retained but the carbo- 
hydrates have been omitted to make it 
safe for administration to diabetic patients 


without increasing hyperglycaemia. 





PAPAVERINE —CODEINE COUGH SYRUP 





Literature and professional samples are available on request. 


WARD, BLENKINSOP & COMPANY, LIMITED 


pavacol pastilles 
Bacteriostatic & Anti-tussive 


These combine the anti-tussive ingredients 
of Pavacol syrup with the powerful bac- 
teriostatic properties of Octaphen. This 
dual action relieves coughs and ,counter- 
acts infections of the throat and mouth. 











Telephone : HOLborn 5992/6 (5 lines) 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 


Telegrams : Duochem, Westcent, London. 











CASSELL MEDICAL BOOKS 


SYMPOSIUM 
OF TUBERCULOSIS 


Edited by 


F. R. G. HEAF, M.A., M.D., F.R.C.P. 
David Davies Professor of Tuberculosis, 
Welsh National School of Medicine 


This book deals with all the most prevalent forms of 
tuberculosis and with the many problems arising 
therefrom, and one of its aims is to emphasise the 
unity of the disease—that tuberculosis is a systemic 
disease with local manifestations. Among subjects 
cevered are epidemiology, prevalence, prevention 
and tuberculosis in animals; respiratory and non- 
respiratory tuberculosis, tuberculosis in children, in 
the tropics and in industry; and rehabilitation. 


£5 5s. net 


37-38 ST. ANDREW’S HILL, 
LONDON, E.C.4 
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The Year Book Publishers Inc., Chicago: 


ADVANCES 
IN PEDIATRICS 


Volume IX 


Edited by S. Z. LEVINE 
Cornell University Medical College, New York 


CONTENTS : 
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WEWERS, H. A., VAN DE KAMER, J. H. and DICKE, 
W. K.: Celiac Disease. 


1957 6x9 336 pages illustrated 684 


Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. @® 


88-90 Chancery Lane, London, W.C.2 
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For 40 years 


‘“EUPINAL’”’ 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 


* Eupinal ’’ contains lodine and Caffeine combined in a most 
elegant and effective form. 

tn chronic Bronchitis “ Eupinal’’ softens the tough accumu- 
fated mucus in the bronchial tubes and allows it to be more 
readily expectorated. In Asthma it possesses a more 
markedly soothing effect, lessening the frequency of attacks 
and reducing their severity and duration, and relieving 
breathlessness. “‘ Eupinal *’ contains no poison and is safe 
in use. 


A PRODUCT OF 

Cursor GIAO, / 

OLDBURY BIRMINGHAM 
Phone : BROadwell 1355 








MARCH PUBLICATIONS 





A SYNOPSIS OF SURGICAL ANATOMY 


By ALEXANDER LEE McGREGOR. [Eighth Edition. Pp. 800, 
with 766 illustrations. 32s. 6d., post 8d 
Presents in concise form the surgical aspects of anatomical facts of 
value to the senior student and practitioner ; no attempt is made to 
deal exhaustively with the anatomy of the whole body. The re- 
markably clear diagrams with which the text is illustrated are 
invaluable. Thoroughly revised and brought up to date. 


AN ATLAS OF THE COMMONER 
SKIN DISEASES 


By HENRY SEMON. Assisted by H. T. H. WILSON. Fifth 
Edition. Pp. 384, with 153 colour plates. 105s., post Is. 6d 
Portrays from the living subject, and in natural colour, a collection 
of the dermatoses most frequently seen in the routine of out-patient 
practice. The text has been thoroughly revised and brought up to 
date and certain new plates have been added. 


SYMPTOMS AND SIGNS IN 
CLINICAL MEDICINE 


By E. NOBLE CHAMBERLAIN. _ Sisth Edition. Pp. 508, 
with 374 illustrations. 35s., post Is. 6d. 
Not woag | describes the common symptoms and physical signs of 
disease, but also takes the reader a stage further to the visualization 
of symptoms and signs as forming a clinical picture of a pathological 
process. Completely revised and many new illustrations added. 


A SYNOPSIS OF CHILDREN’S DISEASES 


By JOHN RENDLE-SHORT. Second Edition. Pp. 632. 
Ilustrated. 35s., post 8d. 
Assembles all the relevant facts tidily and in a small compass and 
is designed particularly for_undergraduate students, general practi- 
tioners, and those taking the D.C.H. A careful revision has been 
made in order to bring the text completely up to date. 


JOHN WRIGHT & SONS LTD., BRISTOL 








A Superior Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medication—provide the efficient 
analgesia expected from their content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the tendency to gastric irritation 


sometimes caused by the use of aspirin alone. 


‘Alasil’ is an advanced sedative and —— yretic; ALASIL 
it does not tend to induce gastric irritation; becau 
Ad van ta e S of its high tolerability, it may be used for long-term JUVENILE 
g administration even to those with sensitive TABLETS 
stomachs, and to children. a to : 
. Alasil * Juvenile 
‘Alasil’ Tablets contain the recognized antacid Tablets specially 
oe corrective, ‘Alocol’ (Colloidal Aluminium Hydrox- sized for child- 
Co an) pos iti on ide), which permits their sedative principle, acetyl- : 
salicylic acid, to exert its action with minimal risk ren, and neither 





of side-effects. 





. ‘ 3 
sitis, lumbago, headache, dysmenorrhoea; dental packed in tubes 
| d iGa if ons pain. bearing dosage-for- 
TO PHARMACISTS (P.T.exempi for dispensing) gesmme age instructions. 
Standard size: 1000 in 250 bottles, 30/8 qp 


Packs & Prices ‘Juvenile’ size: 375, 6/6; 750, 11/3: 


Symptomatic pain generally; rheumatism, fibro- 


1500, 21/6. 





coloured nor 
flavoured, are 











Alasil nm 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.!. 
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made 
PURELY 


for him... 





# 


A 


STERMILK.. 


ey No. 1 fat-modified; No. 2 full-cream; both containing added iron and vitamin D. In 1 Ib. tins. 





GLAXO LABORATORIES LTD . GREENFORD - MIDDLESEX BYRon 3434 





Infancy 


Neo-Ferrum is particularly 

suitable being a palatable 

; : preparation rarely giving rise 

: to gastro-intestinal symptoms. 
tye ‘ 


Adolescence 


Iron deficiency can readily occur 
as a result of poor absorption of 
an inadequate diet. Neo-Ferrum may 
be given prophylactically. 














Pregnancy 


Neo-Ferrum provides a 
satisfactory means 

of treating the iron deficiency 
anaemia of pregnancy. 





PACKINGS : Liquid, tablets and pipette packing for infants. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON - NW10 5p 


4 
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Children needing aspirin 
will readily take 


* 
Rasprin 
ligr. soluble aspirin tablets 


specially formulated* 
and flavoured for children 





*Acid, Acetylsalicyl. B.P. gr. 1.25 
Cale. Carb. B.P. .... gr. 0.375 
Acid. Cit. B.P. (Exsic). gr. 0.125 


Rasprin TABLETS disintegrate in the mouth so quickly 





that a child cannot choke with them. 


Every 10 Rasprin tablets are packed in a plastic vial, Professional samples and 


so that the maximum amount of aspirin in any one con- literature gladly supplied on 
request to the manufacturers 


tainer is 12} grains. 


E.G.H. LABS | 


PERU STREET, SALFORD, 3 
be prescribed on Form E.C.10. Basic N.H.S. price is 4d. LANCS 


per vial of 10 tablets—exempt from Purchase Tax. 


Rasprin is not advertised to the lay public, and may 
























RELIEF OF RESPIRATORY DISTRESS t 
Advertised and 
— k Introduced ONLY 
came ANEARY ine. oo 
Medical Profession 


SUPPOSITORIES AND ORAL TABLETS 
FOR ADULT AND CHILD MEDICATION 


Active constituent—Theophylline para-aminobenzoate of Piperazine 








ANTALBY possesses a rapid and effec- | INDICATIONS: Essential or sympto- 
tive action in relief of spasm of the matic Asthma, Broncho-pulmonary or 
bronchial musculature and stimulates the cardio - vascular dyspneeic affections, 








respiratory centre. Dyspnea of Emphysema. 
PACKINGS BASIC N.H.S. PRICES 
Tablets: Tin of 30. . . .. . . . « 3/54 plus 1]/- purchase tax 
a Dispensing pack: 250 tablets . . 24/- plus 7/24 purchase tax 
Suppositories—Adults: Carton of 6. . . 3/54 plus 1/- purchase tax 
Pi Children: Carton of6 . . 2/10 plus 10d. purchase tax a 


Sample and literature to the medical profession on request 


BAILLY LTD., LONDON 
Sole Concessionaires: BENGUE & co., LTD. Manufacturing Chemists 


MOUNT PLEASANT ALPERTON . WEMBLEY ; MIDDLESEX 


ANTALBY )} 
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Increasing demands on the practitioner’s time make the 





rapid control of asthma a matter of primary importance. f 
FELSOL has for years been relied upon by doctors in ' 
all parts of the world to which it has been intro- < 
duced, for the immediate and prolonged relief it gives in 
BRONCHOSPASM. Easy to take, FELSOL gives full relief in perfect 
safety (even in cardiac cases) without morphia or other narcotics. 


% NON-CUMULATIVE , 


* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.CH# 





IRON 
WITHOUT 
IRRITATION 





« Trade Mark 
Specially-prepared crystalline ferrous gluconate 


'-F-343°8 PRODUCTS LIMITED 


NEVILLE HOUSE * KINGSTON-ON-THAMES * SURREY 


Associated exporting company: 
WINTHROP PRODUCTS LTD., KINGSTON. 
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(sastric 
Irritation 
AND aspirin 





Asean is a serious gastric irritant, particularly in peptic ulcer patients.” 


ec 
Carcum ASPIRIN ...can be used with impunity, especially if prescribed 


99 


in soluble form: 


British Medical Journal, July 2nd, 1955 ) 


so LP RI ie provides calcium aspirin in pure and stable form. 
co DIS is a compound tablet that provides codeine and 


phenacetin, and calcium aspirin which replaces 
the ordinary aspirin in tab. codein. co. B.P. \ 








Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTIGAL DEPT., HULL) 
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‘A very satisfactory mixture 
is one of hibitane and cetavlon’ 
British Medical Journal 1956, ii, 200. 


‘SAVLON’ LIQUID ANTISEPTIC contains ‘Hibitane’ and ‘Cetavlon’, two I.C.I. 
bactericides in a special formulation for safe and effective use in the home. 
This versatile antiseptic combines detergent properties with an unusually 
wide range of activity against bacteria. 

‘Savlon’ Liquid is now on sale to the general public, price 2/9d. a bottle 


from chemists. 


Savlon LIQUID ANTISEPTIC 
fic 


a 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
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Prompt bacteriostasis .. . 
rapid healing... safe... 





in vaginitis and cervicitis 







( . wi! ry) 
Sah, Vee i stpartum care 
Sp OT" in postpa 
mr ed \ following surgery and cautery 
}) 
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— eo r x Sulphathiazole Sulphacetamide N'Benzoy!sulphanilamide 
= YNMS 
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Ortho Pharmaceutical Limited 
High Wycombe - England 
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The esters of NICOTINIC, SALICYLIC and 
_~.  p-AMINOBENZOICacids 


bring relief to cases of 









pes arthritis and rheumatism 


N CASES OF soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more to regard 
Transvasin as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters df nicotinic, 
salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed. * 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


®Therapeutische Umschau 
Vul, 1952, 10, 143. 















Salicylic acid tetrahydrofurfuryl-ester... 14% 
Nicotinic acid ethyl-ester.............0000+ 2% 


Nicotinic acid n-hexyl-ester............++. 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-miscible cream base ad ......... 100% 














Transvasin is available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
and is not advertised to the public. Samples and literature will be 
gladly sent on application. 


LLOYD-HAMOL LTD 
11 Waterloo Place, London, S.W.1. Tel. WHitehall 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 


oe 
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SMITH & NEPHEW 


:-Armamentarium against tuberculosis 


Smith & Nephew play a prominent part in the chemotherapy of 
tuberculosis. They offer a range of tuberculostatic drugs which 
includes:— 

PYCAZIDE (isoniazid) PYCAMISAN (P.A.S. + isoniazid) 


PARAMISAN S6pDIUM (P.A.S.) THERAPAS (alternative to P.A.S) 
; = (Calcium 4-benzamidosalicylate) 


NUPASAL - 213 (less toxic form of isoniazid) 
(o-hydroxybenzal isonicotinyl hydrazone) * 





PYCAZIDE is the Smith & Nephew name for isoniazid. 
PYCAZIDE syrup (blackcurrant flavoured) is available to” permit 
greater flexibility of dosage than is possible with PYCAZIDE tablets, 
and is particularly suitable in the treatment of children. One tea- 
spoonful is approximately equivalent to 20 mg. of isoniazid. 





P.A.S. and isoniazid are combined ‘in PYCAMISAN cachets in 
five different strengths enabling “‘made to measure” dosage to be 
prescribed with the least waste of time and effort. PYCAMISAN 
cachets are practically tasteless and easy to swallow and their use 
offers distinct advantages in domiciliary treatment of tuberculosis. 





*‘PARAMISAN SODIUM? is the sodium salt of P.A.S. 
(Sodium Aminosalicylate B.P.). It is recommended in the combined 
chemotherapy of all the forms of tuberculosis. It is rapidly absorbed, 
rapidly excreted, and of low toxicity. 


The cachet form of ‘PARAMISAN SODIUM’ (‘PASHETS’) 
makes oral dosage possible without any unpleasant taste in the mouth. 
Twelve cachets provide a day’s requirements of the drug. ‘PARA- 
MISAN SODIUM’ is also available in tablet form and in ampoules 
for local or intrathecal injection. 





Wherever P.A.S. is indicated THERAPAS may be used. It is 
better tolerated by the patient and has a slightly sweet, not unpleasant 
taste. THERAPAS .is as effective as P.A.S. in delaying the emergence 
of streptomycin resistance. Its value in the treatment of genito- 
urinary tuberculosis is well established. 





As an alternative to isoniazid NUPASAL-213 may be used in 
cases which have already exhibited toxicity to isoniazid, for the 
toxicity of NUPASAL-213 is virtually nil. 





Dosages and presentations of any or all of these drugs will gladly be 
sent on request as space does not permit those details to be given in 
this advertisement. 





iSsN: 
\_” SMITH & NEPHEW LTD . WELWYN GARDEN CITY - HERTS 


1] 
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The tapping foot e « « drumming in time to the confused jazz tempo of a 


disturbed mind. 
Covatin provides daytime sedation without hypnosis - Covatin is to be preferred to pheno- 


barbitone in that it does not interfere with the alertness of the patient - Covatin is not 


habit-forming and has no side effects - Covatin is available as 50 mg. sugar-coated tablets 


Covatin 


TRADE MARK 


Formula : p-butylthiodiphenyl-methyl-2-dimethylaminoethyl sulphide hydrochloride 


in bottles of 50 and 500. 


WILLIAM R. WARNER & CO. LTD + POWER ROAD + LONDON : W.4. 
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Hydrochloride 
Tetracycline HC 
Crystalline 
CAPSULES 
See encinsnd circuit, 
*Trade Mark 


re 
dispelling the element of doubt 


ae 





TODAY—with so many antibiotics available—it is always sound practice to 
specify ACHROMYCIN by name whenever true broad-spectrum activity is de- 
sired. In this way you are completely assured that the patient receives 
precisely the treatment you intend. Offered now in no less than fourteen 
presentations, ACHROMYCIN tetracycline is particularly widely used in capsule 
form. On every capsule appears the name Lederle—your finest assurance of 
consistent antibiotic potency and unfailing dependability. 


Capsules of 50 mg.—in vials of 25 and 100, Capsules of 250 mg.—in vials of 16 and botties of 100 and 1000 


ACHROMYCIN 


*REGD, TRADE MARK TETRACYCLINE 


Also available in the following forms: Ear Solution + Intramuscular - Intravenous - Ointment 3% ~- Ointment 
(Ophthalmic) 1° - Ophthalmic Powder Sterilized - Oral Suspension - Liquid Pediatric Drops 
SPERSO'DS* Dispersible Powder ~- Soluble Tablets - Syrup - Tablets - Troches 


LEDERLE LABORATORIES DIVISION 
? 
Cyanamid OF GREAT BRITAIN LTD., London, W6.2 
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VITAVEL SYRUP /o, 


The delicious flavour « 


probiem ot 


where s 


L 


ensuring 


N.ALS 


IMI 


pplementatior 


I 


Healthy motherhood 
PREGNAVITE One factor which has contributed to the 


encouraging decrease of infant and maternal mortality in civilized countries 
is the development of modern nutritional knowledge. A preparation which 
has contributed largely to healthier and safer motherhood in this country is 
PREGNAVITE. This comprehensive vitamin-mineral supplement is specifically 
formulated to fulfil the increased daily requirements of the pregnant or 
lactating woman. 


Packs of 60, 120 and 1,000. Basic price to N.H.S. 1,000 tablets 32/9. 


oa 
hildren BEMAX /or all ages 
f Vitavel Syrup solves the Bemax is stabilized wheat germ — the richest 
continuity of treatment natural vitamin-protein-mineral supplement. 
is indicated. Now available as plain or chocolate-flavoured, 
2/6, go fl. oz. 16/- 
ED DEPT B.3 : UPPER MALL, LONDON. w.6 
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KEMICETINE 


Succinate \ —= 


By preparing 
the water-soluble so- 
dium salt of chloram- 
phenicol succinic ester 
CARLO ERBA have 
finally solved the the- 
rapeutic problem of 
parenteral (intramuscu- 
lar, intravenous, intra- 
spinal) and topical 
(aerosol, intrabron- 
chial, intrapleural, etc.) 
administration of this 
antibiotic. 
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POLYBACTRIN 


antibiotic powder spray 





A FRACTIONAL RELEASE GIVES 
COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


The Polybactrin unit offers a new technique for 
topical application of antibiotic therapy, en- 
abling an efficient, economical and dry cover- 
age of the wound area to be made. 


2. The extensive range of bactericidal activity aff- 
orded,by the triad of bacitracin, neomycin and 
polymixin gives an extremely wide coverage of 
wound pathogens without the risk of inducing 
resistant strains of organisms. 


3. Ps. pyocyaneus, particularly present in burns, 

is completely inhibited by polymixin, consid- 

erably reducing the healing time. 

Polybactrin is not readily absorbed and there is 

no risk of systemic toxicity occurring. 

5. The propellant gas is non-toxic and does not 
support combustion. 


4 There are no contra-indications to the use of 
Polybactrin. Systemic therapy may be given 
concurrently if necessary. 

FORMULA: Each pack contains: Neomycin 

Sulphate 750 mg. Polymixin ‘B’ Sulphate 150,000 

units. Zinc Bacitracin 37,500 units. Propellent 

83.5 g. Net contents 85 g. 





r jf 
| ! 
| INVALUABLE IN ALL BRANCHES OF SURGERY | 
| Polybactrin provides a unique and econo- | 
| mical means of applying a combination | 
of Zinc Bacitracin, Neomycin Sulphate 
| and Polymixin ‘B’ Sulphate—the three | 
] antibiotics of choice for topical use. The | 
antibiotics are presented in an ultra-fine 
I | 
| | 
| | 
| | 
| | 
| J 


> 


powder form dispersed under pressure 
with a propellant, and unlike other 
means of powder insufflation in common 
use, there is no risk of contamination of 
the antibiotics by airborne pathogens 
obtaining entry into the unit by suction. 





OLYBACTRI 


Supplies initially for Hospitals only—no samples available 
CREWE: LONDON: 


lpn CALMIC LIMITED mena Bret 


Crewe 3251-5 








AUSTRALIA: 458-468 Wattle Street, Ultimo. Sydney, N.S.W. CANADA: Terminal Building, York Street, Toronto 
Pi 
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the 
habit 


of 
overeating. 






PRELUDIN makes the task of the 
practitioner both simple and safe when 
dealing with cases of obesity. 

PRELUDIN is an appetite controlling 
agent which rapidly breaks the habit of 
overeating and enables the patient to 
adhere to a recommended diet 

without effort. Because it does not 
affect the heart or the blood pressure it is 
particularly suitable in cases of 
cardiovascular disorders or hypertension. 
PRELUDIN is supplied in 25 mg. tablets, 
in tubes of 20 or bottles of 250. 


a RP E I Uj f i Nn" The appetite controlling agent that does not affec’; the heart 


nd of 2-phenyl-3-methy!-tetrahydro-|, 4-oxazine-hydrochloride 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, fer 
Cc. H. Boehringer Sohn, ingelheim am Rhel 





Registered proprietors of the Trade Mark *Regd. Trade Mark 
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“An outstanding phenomenon 
in gynaecology since the war is the 
remarkable increase in the 


incidence of non-bacterial vaginitis.”’ 


Brit. Med. J. (1957) 1, 155 


sterisil is ettective against TRICHOMONAS 
MONILIA 


and 


BACTERIA 


including Haemophilus Vaginalis, the recently 
isolated organism responsible for some ‘non- 
specific’ infections. 


Sterisil is an entirely new chemical entity, unrelated to any other trichomonicidal, 


fungicidal or bactericidal agent 


STERISIL is available in boxes containing a tube of vaginai gel (1j oz.) and six disposabie 
applicators. The original packing should always be prescribed to ensure that the patient 


receives both gel and applicators 


Active Principle : hexetidine 0.! 


© 


William R. Warner & Co Ltd, Power Road, London W4 
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Resistance to Sterisil has not been encountered clinic- 
ally and attempts to produce resistant strains in the 
laboratory have not been successful, even after four 
months of growth in sublethal concentrations of Sterisil. 


The advantages of sterisil 


1 


Effective against all the organisms commonly 
responsible for vaginitis 


Non-toxic 

Stable 

Odourless 

Non-staining — will not soil clothing 
Does not cause irritation or sensitization 


Marked affinity for tissues which enhances clinical 
effectiveness 


Convenient — suitable for administration by patient 


Effective against organisms resistant to antibiotics 
and sulphonamides ° 


sterisi| 
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(4, 4’-diacetoxy-diphenyl)-( pyridyl-2)-methane 


the modern 


contact laxative 


for oral and 


rectal administration 








j YY YV/ 
oT 
@ Stirs the sluggish bowel into action. 
Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel 


Dulcolax enteric coated tablets of 0.005 g.- Bottles of 80 and 200 





Dulcolax suppositories of 0.01 g.- Boxes of 6 and 50 
é LEWIS LABORATORIES LTD., LEEDS 9 
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VISMARA TERAPEUTICI 
CASATENOVO (COMO) ITALY 








evidence collected over two 
years has confirmed the value of 


amtemoavis 


anti-haemorrhagic fa.:or of platelets 
in controlling bleeding in medical and surgical conditions 


available in boxes of 5 ampoules of 5 mg of double sulphate of 5-hydroxytryptamine and creatinine | 


for intravenous, intramuscular, topical use 


Literature on request 
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DeCORTISYL 


PREDNISONE 


PreCORTISYL 


PREDNISOLONE 


Prescribable on Form E.C.10 
from 1st February 1957 


ADVANTAGES 


Superior therapeutic effect. 
Little or no sodium and water retention 


INDICATED ESPECIALLY 


when Cortisone has failed or when electrolyte disturb- 
ance and water retention have occurred 


DOSAGE: One quarter that of cortisone. 
e.g. in adults: initially 20 to 40 mg. daily 
maintenance 5 to 20 mg. daily 
in children: _ initially $ to 1 mg./kg. daily 
maintenance § to ¢ mg./kg. daily 


Transfer to DeCortisyl or PreCortisyl requires no 
special precautions, other than maintaining continuity 
of treatment in equivalent dosage 


Sco sche arae ROU SEL 
ne 7 and 100 
Basic N.H.S. Price 
cost to chemist 
37, 6 and 120/- 


847 HARROW ROAD, 
LONDON, N.W.10 


VILLA 


SX OWN 
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Aspirin intolerance 
in rheumatoid arthritis 


B U FF E g i N —the new, better-tolerated analgesic 


Most successful answer yet discovered. The latest report by the Joint Council Com- 
mittee of the Medical Research Council and the Nuffield Foundation (on clinical trials of 
cortisone, ACTH, and other therapeutic measures in chronic rheumatic diseases) 
confirms the findings of the previous year. “At the end of two years, therefore, as 
previously reported at the end of one year, it appears that for practical purposes there is 
remarkably little to choose between cortisone and aspirin in the management of this group 
of patients.” (British Medical Journal, 1955, 2, 695.) 


As aspirin is a far cheaper and less dangerous therapeutic agent it is obvious why practi- 
tioners prefer it to cortisone. But there is still the problem of aspirin intolerance which 
affects as many as 42% of arthritic patients. :And Bufferin, the new analgesic which 
reduces gastric upset to a negligible minimum, is certainly the most successful answer yet 
discovered. (J.A.M.A., June 4, 1955, p. 387.) 


Far better tolerated—even by arthritics. Bufferin combines acetylsalicylic acid with 
the antacids aluminium glycinate and magnesium carbonate (gentle antacid agents which 
do not produce “acid rebound”’), and is well tolerated—even by arthritics. In blind trials 
amongst arthritics with proven intolerance to ordinary aspirin, 70% had no gastric 
symptoms after taking large doses of Bufferin over periods of 4 to 16 months. (J.A.M.A., 
June 4, 1955, p. 387.) 


Acts twice as quickly as aspirin. Not only is Bufferin better tolerated by the stomach 
than ordinary aspirin, but its pain-relieving ingredient is absorbed twice as quickly into 
the blood-stream. Trials show that on an average the 10-minute salicylate level after 
taking Bufferin was more than 20% higher than the 20-minute level after taking ordinary 
aspirin (J. Amer. Pharm. Assoc. 1950, 39:21.) 


BUFFERIN HAS NO EQUIVALENT IN THE 8.P. OR NATIONAL FORMULARY. 
THIS FULLY JUSTIFIES THE PRESCRIPTION OF BUFFERIN ON €E.C.10. 


A detailed, fully documented 
leafiet and sample are available 
on request to the makers, 
Bristol-Myers Co. Ltd., Dept. B., 
211 Blackfriars Road, London, 


S.E.1. TRADE MARK 


ANTAGID ANALGESIC 


Formula: Acetylsalicylic Acid 5 gr. : Aluminium Glycinate t gr. : Magnesium Carbonate 1} gr 
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Gastric Anatysis Gastric ANatysis 


In the treatment of peptic ulcer— 
safe, simple, effective, ; 
without side effects 


NULACIN 


provides milk-alkali drip therapy 
A most effective control of gastric acidity is by milk-alkali drip therapy ; the 


most convenient way of obtaining milk-alkali drip therapy is by sucking 
Nulacin tablets. 


peptic ulcer in the ambulatory patient 


Nulacin is of great value in the treatment of peptic ulcer in the ambulatory 
patient, and in the prevention of ulcer relapse. 


clinical trials in three continents 


Extensive clinical work has confirmed the claims made for Nulacin. References 
to some studies appear below. Other references will be given on request. 
Nulacin tablets are not advertised to the public, have no B.P. equivalent and 
may be prescribed on E.C.10. The dispensing pack of 25 tablets is free of purchase 
tax. Basic price to N.H.S. is 2/-. Also available in tubes of 12. 
Nulacin is available throughout the British Commonwealth, in the U.S.A., 
and in many other countries. It is known as Nulactin in Canada and Sweden. 


HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 








SELECTED REFERENCES 
Antacids, The Practitioner, January, 1957, 178: | Further Studies on the Reduction of Gastric 
43 | Acidity, Brit. Med. J., 23rd January, 1954, 1: 
| 183-184 
Antacids in Peptic Ulcer, The Practitioner, Jan- | 
uary, 1956, 176: 103 Clinical Investigation into the Action of Ant- 
acids, The Practitioner, July, 1954, 173: 46 


Ambulatory Continuous Drip Method in the ; ee 
Treatment of Peptic Ulcer, Amer. J. Dig. Dis., | The Control of Gastric Acidity, Brit. Med. J., 
March, 1955, 22: 67-71 26th July, 1952, 2: 180-182 
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Balanced vitamin intake 


for young and old 





Routine administration of ABIDEC* Drops and 
Capsules ensures adequate intake of essential vitamins 
in patients of all ages. Both preparations 

contain, in well-balanced proportions, seven 
important fat and water-soluble vitamins for the 


prevention and correction of dietary deficiencies. 


Abidec Drops provide an easily administered 


\ and comprehensive vitamin supplement 
during infancy and childhood. 
A single daily dose is adequate. 


Abidec Capsules supply in one daily dose of 
ONE capsule the approximate vitamin 
requirements of the average adult or adolescent. 


cA *Trade Mark 


vin? 


= 
. 


“bea Pa 








PARKE, DAVIS & COMPANY, LIMITED (INC. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone Hounslow 2361 
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CASSENNE LTD. 






TARD 











3 to 5 times more 
active than hydrocortisone 


or cortisone. 


TALON 


MAJOR INDICATIONS: 


BUFFERED TABLETS 
Rheumatoid Arthritis, 
Severe allergies. 





The antacids and the protective coating covering the 
Deltalone crystals increase therapeutic advantages by lessening 


the risk of gastric disorders. 
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BUFFERED TABLETS: 4t 5mgm. or at 1 mgm. 


ADVANTAGES: 
—Better gastric tolerance, 
due to the addition of 
antacids. These counteract 
the gastric hyperactivity 
often caused by these 


corticoids ; 


—a protective coating which 
covers each hormone 


crystal individually. 


No sodium or water 
retention when usual 


therapeutic doses are prescribed. 


WARD, CASSENNE LTD. 





IALON 


REGN T wer 


FORMULA; 


Prednisone (Delta-1-Cortisone) 
Aluminium hydroxide 


Magnesium trisilicate 








Sewne «re 
mYrir oiisior 





116 Victoria Street, London, S.W.1 
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In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 


iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


The supplements it contains—copper, complete vitamin B complex, 
ascorbic acid—ensure that not only the additional iron but that present 
in the diet is fully utilised for haemopoiesis. 


[N> 


It is extremely well tolerated by patients of ail ages, even those who 
usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 

The average daily dose of six FERRAPLEX B NATURAL VITAMIN B COMPLEX EXTRACT: 2 grammes 

tablets contains: prepared from brewers’ yeast and including 
Aneurine hydrochloride (Vitamin Ba) . . . 3 mg. 

FERRI SULPH. EXSICC., B.P.....++-s I gramme Riboflavine (Vitamin Ba). ......... 6 mg. 

COPPER CARBONATE .......00020. 2mg. Nicotinamide.........-....+-- 30 mg. 
and all the other naturally occurring factors of the 

ASCORBIC ACID (Vitamin C)........ 50 mg. vitamin B complex. 


Bottles of 50 tablets : 5/3d (Retail) ; 250 tablets 15/6d (Basic N.H.S. price). 


FERRAPLEX B 


c. L. BENCARD LTD + PARK ROYAL - LONDON - N.W.IO. 
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Extract from a 


9 


letter in the BRITISH MEDICAL JOURNAL, August IIth, 1956. p. 374 


““A recent annotation in the Journal, on the treatment 
of constipation, incriminates liquid paraffin as a cause 
of lipotd pneumonia and as an obstacle to the absorption 
of fat-soluble substances such as carotene and to 
the healing of wounds. In these days of economy in 
prescribing . . . . the biologically standardized form of 
senna* . ... ts cheaper by half than paraffin, is far 
easier to dispense, and there is no wastage of storage 
space.” 


* Senokot. 


he BASIC N.H.S. PRICES RETAIL PRICES 
(Tax free D.P.s) (including Tax) 

GRANULES: 2 Ib, 184 2 02, 2/7; 6 oz, 7/3 

TABLETS: 1000, 144 50, 2/1; 200, 6/9 





Freely prescribable on E.C.10 (Category 3, J.C.P); 


STANDARDIZED SENNA no B.P. equivalent; not advertised to the public. 


WESTMINSTER LABORATORIES LTD., CHALCOT RD., LONDON, N.W.1 


® 
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Handicaps or Revicaps? 


REVICAPS ARE a valuable aid in solving the problems of 
weight reduction. They help the patient to follow a restricted 
diet, simultaneously providing all essential vitamins and 


minerals to prevent dieting deficiencies. 


The methylcellulose content (200 mg.) provides bulk and the 
inclusion of 5 mg. of d-amphetamine sulphate suppresses 
appetite and elevates the mood of the patient—thereby 


improving his co-operation. 


REVICAPS 


d-Amphetamine—Vitamins and Minerals Lederle 


REducing VItamin CAPSules 


*Trademark 


Bottles of 100 


LEDERLE LABORATORIES LIMITED 
Cyanamid OF GREAT BRITAIN LTD., London. WC.2 


SERNA A A ET 
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/ ° ° ° \ 
' Effective in a wide range \ 


\. of Childhood Illness yi 


Suspension Chloromycetin* Palmitate, > a palatable liquid preparation of 
Chloromycetin, simplifies the J eleiidhibestion of this potent 
broad-spectrum antibiotic to infants ! and children, or to those patients 
unable to swallow capsules. Each { teaspoonful (4 c.c.) provides 
125 mg. Chloromycetin. Suspension : Chloromycetin Palmitate has been 
used successfully in many serious | respiratory infections of childhood, 
including staphylococcal pneumonia, | bronchidlitis, laryngotracheobronchitis 


and early pertussis, as ‘well as in acute I infantile gastroenteritis and urinary infections. 





—<_—_ _ — 


Suspension (ad (naieati@ Palmitate 


cAn *Trade Mark 


‘AI’ Parke-DaviS & COMPANY LTD. (inc. U.S.A) HOUNSLOW, MIDDLESEX. Tel: Hounslow 2361 


vas” 
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where 


Ce-K-Sal tablets contain soluble aspirin 
to provide rapid absorption 
without gastric irritation, 
with the protective Vitamin C for its 
detoxifying effect and value in febrile disease 
and Vitamin K for counteracting 

haemorrhagic tendencies induced by prolonged 
and intensive acetylsalicylic acid therapy. 





FORMULA: Each tablet contains soluble aspirin equivalent to 
acetylsalicylic acid 325 mg. (gr. 5), ascorbic acid 
(Vitamin C) 20 mg., acetomenaphthone (Vitamin K) 


Ce-K-Sal 


SAFE SOLUBLE ASPIRIN 


Literature and samples on request 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDLESEX 
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Effective alone 





invincible together 


Here at last is a product you can prescribe with every confidence for broad spectrum therapy with 
minimal toxicity. Penidural-Sulphas is a synergistic combination of reliable benzathine penicillin 
with sulphadiazine, sulphamerazine and sulphadimidine in a.special aluminium hydroxide base to 


facilitate higher absorption of the sulphonamides. 


Penidural-Su!phas 


for the combined attack on acute and mixed bacterial infections. 


Supplied as an oral suspension in $0 c.c. bottles and as tablets in bottles of 20. 
Each 5 c.c. (1 large teaspoonful) of suspension and each tablet contain 
150,000 units benzathine penicillin and 0.167 G. of each of the three 


sulphonamides. 


The word ‘Penidural-Sulphas’ is a registered trade mark 


Wyeth John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
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KOLANTYL 
TABLETS 


for peptic ulcer therapy 


Re nena eemnneeeeen nem 


TP 1~,, 
a % 





NOW IN 
CONVENIENT 






and 
considerably 
reduced in 
price x 


rs rs ee eC 


KOLANTYL 





For cases where a liquid preparation is poem, ral ena O8 WCC. OF OM. 
preferred, ‘Kolantyl’ is available in a palatable, iMerbeneyl" (diethylaminocorbethoxybicyciohea)] 
easily-administered fluid form as | en ee Se 4 mg. 
‘Kolantyl’ Gel. This is particularly accej:table |  ojtniyodPres 00 me 
when taken in milk. Like the tablets, eceaes * a 
‘Kolantyl’ Gel contains balanced antacids, | " ; or wit i tle water oil. eg ’ 
a spasmolytic agent, a demulcent and — sai 
an antilysozyme and antipeptic agent— ake = Siinen 
in one economic product. quatbetiedinnnnen 
(Merci 3K Now 6/6 & 30/4 BASIC N.H.S. COST 
Research 


KOLANTYL TABLETS & GEL 


complete convenient and economical peptic ulcer therapy 


distributed in the United Kingdom & Irish Republic by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
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announcing a N EW bactericidal antibiotic 


Exceptionally high and 
prolonged blood levels of 
Albamycin are attained 
following oral administration. 
Thus, clinical response is 
rapid in the many common 
infections caused by a wide 
variety of gram-positive 

and certain gram-negative 
organisms, including life- 
endangering staphylococcal 
& Mbamyern infections resistant to 


other antibiotics. 


Gastrointestinal tolerance 

is exceptional with Albamycin. 
The intestinal gram-negative 
flora is not affected, and 





antibiotic-associated diarrhoea 
or pruritus ani is rarely 
encountered. 


(brand of novobiocin) 


promptly effective 
in “commonly encountered” infections 
including many resistant to other antibiotics 


ONLY TWO DOSES DAILY to maintain full 24-hour anti-infective therapy. 
Adults—500 mg. every 12 hours. Children—15, mg./Kg. 


of body weight per day, usually in two equal doses. 
Supplied: 250 mg. tablets, bottles of 16 and 100. 


PT RADEMARK 


| Upjohn | UPJOHN OF ENGLAND LTD + 4 ALDFORD STREET «+ LONDON Wr 
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The Cortril range 
of hydrocortisone 
preparations has 
now been extended 
by the introduc 
tion of Cortril 
Lotion. The Lotion 
will be of particu- 
lar value in the 
treatment of 
eczemas where 
weeping and 
exudation are 
present, and where 
the use of 
ointment is either 
impractical or 
undesirable. 


| Cortril 


brano of hydrocortisone 


Lotion 


Cortril Lotion contains 0-§°, or 1-0 
hydrocortisone free alcohol in 


an aqueous vehicle. It ts available 


in 20 ml. plastic squeeze bottles. 


CED PFIZER LTD - FOLKESTONE - KENT 























The Cortril range 
of hydrocortisone 
preparations has 
now been extended 
by the introduc- 
tion of Cortril 
greasy-base 
ointments. These 
ointments will be 
of particular 
value in the later 
stages of eczema, 
when the skin is 
dry and scaling. 
All strengths of 
Cortril Topical 
Ointment are now 
available in 

this form. 


Cortril 


GREASY BASE 
Topical Ointments 


Cortril Topical Ointment 

1s available in concentrations 
of 1:0%, 
5 G. and 15 G. 


CED PFIZER LTD - FOLKESTONE - KENT 


* Trade Mark of Chas. Phzer & Co., In 


and 2-§°/, in tubes of 
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Glaxo TRIPLOPEN 


ine ce Wi, G, 


3-in-| PENICILLIN 


in single-dose vials 









Cases calling for an initial high bactericidal level of penicillin plus 
prolonged bacteriostatic action confront the doctor with the 
alternatives—one injection or several. Using a ‘fortified’ procaine penicillin, 
a number of daily injections may be necessary—yet with Triplopen one 


injection only is often sufficient. To this therapeutic action Triplopen 





adds the two administrative advantages of easy injection and exact dosage. 


4 B [2 16 20 24 26 32 36 40 44 48 52 56 60 64°68 72 
Penicillin blood level after a single dose of Triplopen. 
Free flowing for easy injection 
Triplopen issued as a dry powder, suspends immediately 
in water to make an unusually fluid injection which 


passes easily through a 23 S.W.G. needle without clogging. 





Single dose vials avoid wastage 


by providing an exact dose on every occasion. 


TRIPLOPEN..... 


A single dose contains sodium penicillin, 500,000 units, procaine penicillin 250,000 units; benethamine penicillin 500,000 units 

Single-dose vials in boxes of ten. 

GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 
Subsidiary Agents and Companies in most Countries 
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DLV 


The easily written, easily remembered contraction for 


Acid-Stable ORAL Penicillin 
‘Distaquaine’ V 





tra le mark 
Crystalline penicillin V, free acid 
SS re ee a he ee cnn CE Ea Al ee cae: a See EN IO EE A LALA IN LD IO SO * 
| | 
| DQV TABLETS DQV ELIXIR DQV SULPHA | 
| | 
Each tablet contains Each dose (¢ fi.dr.) con- Each tablet contains 
| 
eu j rie O mg. icilli 
| 60 mg. penicillin V tains 30 mg. penicillin Vv ~. niceties | 
| Bottles of 30, 200 and Bottles of 2 fl. oz. 0.14gm.sulphamerazine 
- Bottles of 30, 200 and 
| 1000 (30 doses) | we 7 
sic aii St kl is acai ial a aaa seni, deinen a 


DOSAGE 


Adults: 60 mg. or more every four hours 
Children: Half the adult dose 


Manufactured by 
THE DISTILLERS COMPANY (Biochemicals) LIMITED 


BROADWAY HOUSE, WIMBLEDON, LONDON, S.W.19. Tel: LIBERTY 6600 


owners of the trade mark ‘Distaquaine’ 
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PREDNISONE and 
PREDNISOLONE 


Now Available 


The release of products containing Prednisone and Prednisolone for prescription 
by General Medical Practitioners on form E.C.10 has been announced 


by the Ministry of Health. 


‘DELTACORTONE’ 


‘CODELCORTONE® 


‘DELTACORTONE’ and ‘CODELCORTONE’ are i: icated in rheumatic diseases, 
collagen diseases, bronchial asthma—and in similar . »nditions where adrenal 


° 
hormonal therapy is indicated. Average ma‘ntens:: e dose ranges from 5 to 20 mg. daily. 


Prednisone and Prednisolone, the delta analogues of Cortisone and Hydrocortisone, 

? 
produce anti-inflammatory, anti-rheumatic and anti-allergic effects similar to those of 
Cortisone and Hydrocortisone but with considerably lower dosage. 
Evidence suggests that sodium retention and potassium excretion are not so 
pronounced with the recommended doses of ‘DELTACORTONE’ and 
‘CODELCORTONE’ as with the higher doses of Cortisone and Hydrocortisone 


necessary for an adequate therapeutic response. 


‘DELTACORTONE’ and ‘CODELCORTONE’ are supplied as 5 mg. tablets 


in bottles of 30, 100 and 500. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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a positive advance in 


theophylline therapy 








ETO 


A pure chemical compound — 
theophylline ethanoate of piperazine 


Soluble — Stable — Neutral 
Seven times less toxic than theophylline itseif 


Freely tolerated orally for long-term therapy without nausea, 


vomiting or gastric disturbance 


Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PH YLATE 


Clinical reports and samples gladly sent on request 


Presentation : Tablets, 250 mg., in bottles of 25, 100 and 500. 
Suppositories, 500 mg., in boxes of 12 and 144. 


Ampoules, 500 mg. in 5 c.c., in boxes ef 6 and 50. 


5 
500 mg. in 2 c.c., in boxes of 6 and 50. 


ETOPHYLATE is also available with phenobarbitone and papaverine. 


RONA LABORATORIES LTD 
12-13 Molyneux Street, London, W.1. AMBassador 4437/8 
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*“LENTIGILLIN’ presentation: 


Bottles of 10 c.c. containing the equivalent of 


300,000 units of activity per c.c. 





‘STRYZOLIN’ 


trade mark brand 


STREPTOMYCIN SULPHATE 
STABILIZED SOLUTION 
A stabilized aqueous solution of 
streptomycin sulphate containing 
the equivalent of 25 per cent 


streptomycin base. 


available 


ok Further information i 
on request 


Mlb Ml yy YL: Md 


pistRipcorors: PHARMACEUTICAL 


MMHMMMM@qqX]ZT7W@@q]]TMMMMtéhter 


SPECIALITIES (MAY & BAKER) LTD 


ddl: MM@=@@MMMM@MMMbldtéttbtta 


trade mark 


PROCAINE BENZYLPENICILLIN SUSPENSION 


the penicillin preparation for 


ready redispersibility and ease of 


injection. 








‘STRYZOLIN’ presentation : 


Vials of 4 c.c. containing the equivalent of 1 
gramme streptomycin base. 
Multi-dose vials of 


20 ¢.c. containing the 


equivalent of ¢ grammes streptomycin base. 


MANUFACTURED BY 


MAY & BAKER LTD 
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DAGENHAM 
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‘LENTICILLIN 
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Haemophilus influenzae 


in chronic bronchitis this organism may be 
found in as many as 80 per cent. to 90 per cent. of 
patients with purulent sputum. 


Lancet, 1954, ii, 839 


Haemophilus influenzae 


in acute mucopurulent _ tracheobronchitis, 
H. influenzae may be isolated in about 83 per cent. 
of cases and in 48 per cent. in practically pure culture 


Proc. Roy. Soc. Med., 1956, 49, 773 


Haemophilus influenzae 


may be inhibited in vitro by concentrations of 
oleandomycin as low as 0-078 microgramme/ml. 


Antibiot. Ann. 1954/55 p. 287 


"ROMICIL’ 


Trade Mark Brand 


OLEANDOMYCIN 


The ROCHE Antibiotic 


Packings: Capsules of 100mg. and 250mg. in boxes of 12 and 100. 


ROCHE PRODUCTS LIMITED, 15 MANCHESTER SQUARE, LONDON, W.1. 
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now! 


Adelphane 


(0.1 mg. Serpasil + 10 mg. Nepresol) 








FOR MILD AND MODERATE 


HYPERTENSION 


IN GENERAL PRACTICE 


A combination of Serpasil (reserpine CIBA) and Nepresol (1,4- 
?dihydrazinophthazaline sulphate) for those hypertensive patients not 


showing adequate response to Serpasil alone. 


The components have a mutually potentiating action 


and side effects are minimised. 
Available in bottles of 25, too and 500. 


C IBA 


*Adelphane’ , ‘Nepresol’ and ‘Serpasil’ are registered trade marks. Reg. user. 
CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone: Horsham 432°. Telegrams: Cibalabs, Horsham. 
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‘Gene 





world-wide reputation 
for safety and reliability 


Wide experience over 25 years has demonstrated con- 
clusively that ‘Sodium Amytal’ is admirably suitable 
as a routine sedative and hypnotic. In sedative doses 
of 65 mg. (1 gr.) two or three times a day, it is invalu- 
able in relieving stress and anxiety states, acting as a 
barrier between the patient and his worries, yet leaving 
his intellectual ability unimpaired. A hypnotic dose of 
200 mg. (3 gr.) gives prompt sleep, after which the 
patient wakens refreshed and alert. 

‘Sodium Amytal ’ is a member of the widely-prescribed 
range of Lilly Barbiturates, from which the physician 
can select precisely that product best suited to his 


patient’s need. 











CLDCTICI.D) 
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SODIUM AMYTAL 





LILLY & COMPANY “IMITED, BASINGSTOKE, ENGLAND 
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‘CORTISPORIN’ 
kills the bacteria of 
surface infections 


This new ointment contains bacitracin, 
neomycin and polymyxin B sulphate. 
It has a wider range of activity than 
any single antibiotic, destroying gram- 
positive and gram-negative crganisms, 
including Ps. pyocyanea, proteus and 
staphylococci. Bacterial resistance or 
skin sensitisation are unlikely with 
*Cortisporin’ ; nor does it induce cross- 
resistance or cross - sensitisation to 
penicillin or other antibiotics. It often 
* succeeds where other antibiotics fail. 
‘Cortisporin ’, by virtue of its other 
constituent, hydrocortisone, also reduces 
inflammation. 

For further information please apply 
to BURROUGHS WELLCOME & CO., 
The Wellcome Building, Euston Road, 
London, N.W.1. 


‘Cortisporin OINTMENT 


BRAND 





Issued in collapsible tubes of 10 gm. 
with nozzle for economical use. 


el BURROUGHS WELLCOME & ce. (The Wellcome Foundation Ltd.) LONDON 
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London 
Hospital 
Catgut 





LONDON HOSPITAL CATGUT is a product of British scientific research and 
British labour. It fulfils and exceeds the minimum requirements laid down 


by the B.P. It is manufactured under licence from the Ministry of Health. 


YOU CAN HAVE ABSOLUTE CONFIDENCE IN | bas 


Sizes 2/0, 0 and I are recommended for general surgery, because finer gauges mean less scar tissue and quicker healing. 








\ doctor can be as confident of a Cytamen injection as puts into the doctor’s hand the most therapeutically 
he is of the certainty that the tide will turn. Confident efficient and the most economical means of combating 
that each dose is an exact weight of crystalline vitamin pernicious anaemia. 

Biz... that the stated potency cannot vary... that 


varied response on the part of the patient therefore is , ‘ f 
f | 
not and cannot be due to the product . . . that he has ,, L a Fa 
at his command a range of potencies which allows : - ; 
. s . - > 
complete flexibility of treatment. In short, Cytamen crystalline vitamin Bie 
50, 100, 250 and 1,000 micrograms per cc. in boxes of 6 x 1 cc. ampoules. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BY Ron 3434 
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REFLECTIONS ON CIRCULATORY 
CONTROL * 


T. Cecm, Gray 
M.D. Lpool, F.F.A. R.C.S. 
READER IN ANASSTHESIA, UNIVERSITY OF LIVERPOOL 


THe story of modern anesthesia can, I think, be 
summarised in one word—control. During the past ten 
to fifteen years, new drugs have been introduced which, 
little by little, have enabled us accurately and surely to 
regulate the bodily mechanism of our patients, until 
today it is almost possible to manipulate basic physiology 
as one might play an organ—pulling out this stop or 
suppressing that in order to achieve an effective blend 
of safety for the patient and excellent conditions for the 
surgeon. 

After the first great discovery of general anesthesia 
in 1846, which gave man some merciful control over the 
consciousness of his suffering fellows, the next most 
significant step was taken when Griffith and Johnson 
(1942), by the use of curare, demonstrated the clinical 
feasibility of the control of muscle tone. It was very 
soon realised that there was no longer any excuse for the 
turbulent belly and the struggling surgeon, and by 1946 
there should have been, in Frankis Evans’s picturesque 
phrase, ‘‘ no question of a vast abdomen moving in gusty 
waves’ (Evans 1946). 

But this was not just a new tool in the anesthetist’s 
bag ; it had a greater significance than the mere smooth- 
ing out of a troublesome anesthesia. Time has shown 
that the effects of this discovery extend over a very wide 
field indeed. One has only to think of the need which at 
once arose for better-trained anesthetists who could be 
safely entrusted with this potent new therapeutic 
weapon, and, as a result of this improved educational 
background, the raising of the status of the anesthetist, 
not only economically but (more important) in the esteem 
of his colleagues. Still more important, kowever, were 
two new ‘‘ controls’? which were at once placed in our 
hands. 

It is true that before curare control of the respiration 
had been practicable by a combination of central nervous 
depression and excessive ventilation of the lungs. But 
the procedure was not satisfactory, and, because of the 
widespread depression of bodily function produced by 
deep anesthesia, it demanded a price. With curare, 
respiratory control by peripheral paralysis of the muscles 
of respiration was possible, and even inevitable if curare 
was to be used safely and effectively. Artificial venti- 
lation of the lungs was imperative whenever curare was 
given, and thus anesthetists became experts in con- 
trolled ventilation. The floodgates to a great stream of 
research into the various types of artificial respiration 
were opened, and led to a renewed interest among 
clinicians in the physiological principles of pulmonary 
ventilation. As a result, too, anesthetists have been 
able to make considerable contributions towards the 
treatment of diseases involving the respiratory apparatus, 
such as poliomyelitis, tetanus, and various forms of 
poisoning. 

Perhaps, however, it might be held that an even more 
significant result followed the introduction of curare. 
In 1946 I wrote, ‘‘ the age of deep anesthesia with its 
attendant respiratory and circulatory depression and 
postoperative dangers should have passed away.’’ The 
use of curare was, in effect, the first step in achieving 
control of the circulation—for all the anesthetic agents 
of sufficient potency, when given in the dosage required 
to achieve muscular relaxation, seriously disturb the 


*The Alex Simpson Smith memorial lecture of the West 
London Hospital Medical School, delivered on Oct. 30, 1956. 
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regulation of circulatory stability. All through the 
central nervous and cardiovascular systems these agents 
exert their effects—function is depressed. From the 
vital medullary centres regulating vasomotor control 
and the heart-rate, through the servo-mechanisms in the 
aorta, carotid body, and great veins, down to the very 
pump itself, the myocardium—all are depressed by 
anesthetic agents. The kaleidoscopic fluctuations of the 
vast capillary bed are slowed and their responsiveness to 
hemorrhage is lost. Zweifach and his colleagues had 
shown in -1945 that deep anesthesia abolished the 
response to transfusion after hemorrhage. As with 
hemorrhagic collapse so also with autonomic reflexes— 
if afferent stimuli from the mesentery, mediastinum, or 
liver-bed produced reflex circulatory collapse—evidenced 
by low blood-pressure and bradycardia—the collapse, 
under deep anesthesia, tenced to persist. On the other 
hand, the very light anesthesia that was possible when 
curare was used left the protective reflexes unimpaired 
and the reflex control of vasomotion still sensitive and 
adequate for compensatory responses. 

It was appreciated that surgical trauma in so light a 
plane of anesthesia might have its own hazards. Crile 
(1921) had warned that the brain which was only half 
asleep might respond to trauma by initiating circulatory 
collapse. But the experience of the past ten years has 
shown that light anesthesia does not in fact conduce to 
circulatory collapse. Thoracotomies are now often carried 
out under nitrous-oxide/oxygen anesthesia alone, and 
anesthesia per se has never produced less deterioration 
of the circulation than at present. 

This very absence of “shock” in patients only just 
asleep turned our minds and thoughts to the study of the 
fundamentals of circulation and respiration, and even 
of mind and consciousness itself. So light is our anss- 
thesia, with patients often moving, frowning, or showing 
other reactions to stimuli, despite complete unawareness, 
that we have begun to wonder what indeed is meant by 
unconsciousness. Is it perhaps, after all, only loss of 
memory from instant to instant ? 

One recalls the words of John Snow (1847) as he 
contemplated the effect of the invention of anxsthesia : 

“The power we have acquired, through the discoveries of 
our medical brothers in America, of inducing at will and with 
perfect safety such a state of insensibility as we should 
probably have thought to be alarming, cannot be without its 
influences on the progress of our knowledge of the diseases of 
which insensibility form a symptom, and of the function of 
the nervous system generally.”’ 


Induced Hypotension 


The next advance ia our control of the circulation 
stemmed directly from these developments. As the 
circulatory dynamics were little affected by light anxs- 
thesia, a new problem arose—bleeding. Of course, at 
first, curare, the new drug itself, was thought to be 
causative. This was inevitable, for any new drug is 
likely to be blamed for every unexpected reaction of the 
patient to whom it is given. 

Undoubtedly, failure to appreciate the need for 
adequate pulmonary ventilation played a part, but the 
light plane of anesthesia now being used was the 
principal cause. My colleague, Dr. McLoughlin (1954), 
has shown that in these light stages of anzsthesia (1) the 
amount of bleeding is inversely proportional to the plane 
of anesthesia, and (2) cyclopropane causes one and a half 
times as much bleeding as ether. In Edinburgh around 
1948, cyclopropane was extensively used, and Gillies 
(1952) himself has acknowledged that this undoubtedly 
contributed to their ready appreciation of the dry 
surgical field provided by total spinal block. Evolution 
is, in a sense, inevitable, and it is idle to speculate on 
alternatives ; but I hazard a guess that, had not curare 
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been introduced to anesthesia, we should not now use 
induced hypotension. 

However that may be, to return to my previous simile 
of the organ, Gillies in 1948 pulled out a full diapason 
stop by demonstrating to anesthetists, and (perhaps 


unfortunately) to surgeons, the practicability and 
apparent safety of deliberate lowering of the blood- 


pressure (Griffiths and Gillies 1948). The field of opera- 
tion now approached the ischemic pallor of the post- 
mortem room, and when the original method of complete 
sympathetic block by high spinal anzsthesia was sup- 
planted by the use of ganglioplegic drugs it was inevitable 
that this particular control would be used widely. In 
hemorrhagic operations the need for transfusion was 
reduced. It seemed clear that one pint of blood retained 
in the circulation was worth two citrated and out 
of a bottle. Neurosurgical, plastic, and otolaryngo- 
logical operations, hitherto hampered by congestion, 
were facilitated, and enthusiasm has waxed strong. 
Quite apart from the obvious advantage of a bloodless 
field of operation, it suggested (and this 
is always propounded by the advocates of every new 
anesthetic technique) that hypotension induced by drugs 
protected against those circulatory responses which are 
so often misleadingly described under the general term 
‘shock’? (Wyman 1953). It is thought that this might 
be due to the blocking of afferent autonomic impulses or 
to the avoidance of the of over-compensatory 
vasoconstriction and the free flow of blood through the 
capularies. 


has been 


stress 


Dangers of Hypotension 

With a new advance in clinical practice, a compromise 
has often had to be made between, on the ove hand, 
submitting our patients to remedies incompletely investi- 
gated and, on the other hand, overlong delay in exploiting 
their salutary and beneficial effects. In any in 
medicine, as in every other sphere, knowledge is doomed 
always to be incomplete and there cannot but be some 
empiricism in therapeutics. 

This empiricism was certainly exercised in the clinical 
application of hypotension, but I believe time has shown 
that widespread use of this technique is not justified. 
More investigations than one (Armstrong Davison 1951, 
Van Bergen et al. 1954) have yielded electrocardiographic 
evidence suggesting myocardial ischemia during hypo- 
tensive anesthesia, and Nilsson in Sweden (1953) 
obtained, by flicker fusion tests, evidence of subclinical 
cerebral damage during these operations. There are 
certainly ample experimental data now to confirm the 
obviously expected interference with cerebral circulation 
(Saunders 1954, Hughes 1955) and a change in cortical 
function has been shown by alteration in the electro- 
encephalogram (Van Bergen et al. 1954). There is some 
danger of renal ischemia where drugs are used to produce 
hypotension (Aas and Bergen 1949) or when the hypo- 
tension is prolonged (Armstrong Davison 1951). These 
and other similar investigations lead one to think that 
the a-priori reasoning on which the safety of the technique 
was first deduced was perhaps too naive. The argument 
was propounded in these terms : 

The head of pressure driving blood through the 
capillary bed under normal conditions is of the order of 
30 mm. Hg. The buik of the peripheral resistance main- 
taining normal blood-pressure is in the arterioles, and, 
therefore, when all arteriolar tone is abolished (as in a 
condition of complete vasodilatation) and the patient is 
at rest under anesthesia, the blood-pressure could be 
lowered considerably, without losing the requisite head 
of pressure to ensure capillary perfusion. 


case, 


The validity of this argument depends on the relation 
of the blood-volume to the capacity of the vascular bed. 
There is evidence that sometimes there may be dis- 


proportion during anesthesia with low blood-pressure, 
and then hypoxia is bound to follow (Van Bergen et al. 
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1954). Furthermore, though it may be convenient in 
theory to look upon the human cirewatory system in 
mechanical terms as a pump flushing a liquid through a 
series of pipes of variable diameter and resistance, there 
are factors, in particular disease, which make the analogy 
inapplicable. 

Therefore, though induced hypotension was at first 


e1thusiastically welcomed by many surgeons and 
anesthetists, it is not surprising to find that recent 


surveys have shown that this advance has exacted a 
price—some might say a heavy price. Four years ago 
an editorial in one of the principal anesthetic journals 
stated that there have been ‘* unexpected deaths in 
apparently healthy people undergoing operations of no 
particular severity ’’ (Anesthesia 1952). Factual evidence 
for these ‘‘ unexpected ’’ deaths is now available. The 
Association of Anesthetists established, in 1949, a com- 
mittee to investigate deaths during anesthesia. Of the 
first 1000 fatalities freety reported to that committee, 17 
were in patients who had had hypotension. While the 
committee cautiously reported that “it not sug- 
gested that in any instance the use of intended hypo- 
tension was necessarily deleterious ’’’ (Anesthesia 1953), 
from the data it would appear that in at least 5 patients 
the hypotension was probably gravely implicated, and 
in the remainder (which included cases of death due to 
reactionary hemorrhage, cerebral and coronary vascular 
accidents, and anuric renal failure) the low blood-pressure 
state probably contributed to death. Four years ago 
Hampton and Little (1953) published the result of a 
questionnaire sent tc 602 specialist anzsthetists in this 
country. From the data collected, covering 21,000 patients 
submitted to hypotension, it appeared that this technique 
was implicated in a mortality-rate of 1 in 500 and a 
morbidity-rate of 1 in 38. In the United States a similar 
inquiry covered 6805 hypotensive anesthetics and showed 
a mortality of 1 in 136. Even allowing for mismanage- 
ment and the wrong application of the technique, this is a 
morbidity-rate far greater than might be expected from 
normotensive anesthesia, and an indictment that cannot 
be ignored. 

It is still widely claimed that in young and healthy 
people this technique is perfectly safe when used by 
experienced anesthetists. But youth and health do not 
necessarily go together, and disease is not always clearly 
apparent. In this context a cardiologist has stated 
‘** that severe coronary heart-disease may be symptomless 
and produce no changes in the electrocardiogram and 
there is no reliable way of detecting it until myocardial 
ischemia is produced ’’ (Hayward 1952). He points out 
that ‘‘the state of the peripheral arteries gives no 
indication as to the health of the coronary vessels, and 
an increasing number of cases of coronary thrombosis is 
occurring in young, apparently healthy men, who at 
autopsy are found to have advanced coronary disease.”’ 
He concludes by suggesting that in “‘ certain types of 
operations where success may depend on the bloodless 
operative field . . . the potential risk of the methonium 
compounds causing cardiac or cerebral ischemia may 
have to be accepted.”’ 

These risks should no longer be taken. In the first 
place, hypotension should be reserved for those cases 
in which it is clearly imperative because of the nature 
of the surgery : this would limit it to neurosurgical, and 
perhaps some otolaryngological and plastic operations, 
and thoracotomies in the presence of aortic coarctation. 
In the second place, even in these cases, I believe that the 
risks can be greatly reduced by combining hypotension 
with moderate hypothermia—that new ‘*‘ eontrol’’ which 
has been given to us, control of the metabolism. Sir 
James Learmonth, who was in at the very birth of 
techniques for inducing low blood-pressure, must have 
had this in his mind when he suggested that ‘‘ a com- 
bination of the hypotensive and cooling techniques has 
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many possibilities in facilitating and extending surgical 
procedures ’’’ (Learmonth 1953). It seems to me that 
the law of supply and demand applies just as much in 
the economy of the body human as in that of the body 
politic, and, if it is necessary to restrict the supply of 
blood to the tissues, then, if damage is to be avoided with 
certainty, it is imperative to reduce the demand for 
blood. At 30°C the body’s oxygen-consumption is about 
50% of normal, and even at 32°C it is still reduced by 
35% ; our experience with hypothermia convinces me 
that to reduce the body-temperature to this level is safe 
and well within the competence of* those who should 
practise induced hypotension. .It seems doubtful whether, 
except for the briefest periods, hypotension should ever 
be used without this additional safeguard. It is time- 
consuming perhaps—but it seems that a couple of hours 
of preparation, which in practice can become of a very 
routine nature, is a small price to pay for the additional 
safety in those cases (and this I emphasise because I 
believe they are really not numerous) where hypotension 
is essential. 
Hypothermia 

An enormous bibliography has accumulated on the 
subject of hypothermia, and within the past eighteen 
months the Royal Society of Medicine has held no less 
than four meetings to discuss the subject. I do not wish 
to cover the same ground again, for the usual effects of 
cooling should by now be well known. I do, however, 
wish to give some evidence for the safety of cooling by 
the surface application of ice when it is combined with 
the administration of light anzsthesia and drugs such 
as chlorpromazine to ensure vasodilatation and freedom 
from shivering. 

Since 1953 I, and the anesthetists associated with my 
department and the neurosurgical unit, have used hypo- 
thermia in over 250 patients. The great majority, 180, 
have been patients undergoing neurosurgery: in fact, 
the neurosurgical unit is at present using this technique 
in 10-12 patients a month. 46 have had general surgical 
operations, and the remainder have had vascular or 
cardiac operations. In only one have we used the 
extra-corporeal method. 


Methods of Cooling 

It has been suggested that the method used to achieve 
hypothermia is ‘* relatively unimportant ’’ (Lucas 1956). 
I regard that as an oversimplification. It seems likely 
that each method has its own inaications and certainly 
each has its advantages and disadvantages. The 
argument for some form of extracorporeal cooling in 
patients having cardiac or vascular surgery in the 
thorax is strong: until the chest is opened and the 
diagnosis confirmed, the patient need not be exposed to 
whatever risks are entailed in the cooling process. It is 
perhaps less time-consuming, though both in animal 
experiment and in our patient we were surprised at the 
time required to cool and rewarm. The vein-to-vein 
method (Ross 1954), modified by Sir Russell Brock 
(1956), in which blood is circulated from one vena cava 
through the cooling unit to the other vena cava, prohibits 
a very rapid lowering of temperature. In these circum- 
stances the heart is cooled more rapidly than the 
remainder of the body. It is a fact that, with this 
method, overenthusiastic cooling produces quite evident 
cardiac deterioration, even while the general body- 
temperature is high. 

After all, by the surface method one can achieve 
enough cooling within two hours. It seems to me that 
in the type of case for which hypothermia is used, the 
time factor should be relatively unimportant. 

It may be suggested that the extracorporeal method 
is more controllable. Thus it is often alleged that the 


continued fall of temperature after removal of the ice 
makes surface cooling particularly unpredictable. 


But 
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this is much less of a problem if adequate vasodilatation 
is maintained by chlorpromazine or similar drugs, for 
in this way the gradient of temperature from the body 
core to the surface is considerably reduced. Changes in 
posture during the cooling in order to prevent pooling 
of the blood probably also help, but the danger of this 
** after-drcop,”’ as it has been called, is much Jessened by 
its anticipation. All our experience has endorsed the 
finding (Burrows et al. 1956) that the degree of ‘‘ after- 
drop”’ is related to the patient’s build. Lean patients 
with little adipose insulation cool rapidly and have little 
or no * after.drop,’’ while the well-covered and insulated 
body cools slowly and the fall of temperature continues 
for some time after removal of the ice. In the well- 
covered, perhaps the tyro would be well advised to stop 
active cooling, as Virtue (1955) suggests, at two-thirds 
of the required fail in temperature. Shivering is no 
longer seen: premedication with chlorpromazine and 
light anesthesia have prevented this undesirable feature 
of surface cooling. 

Arrhythmias 

A testimony to the safety of the method is the fact 
that except after ‘intracardiac manipulation, we have 
had no case of ventricular fibrillation. This seems to 
me not only evidence of controllability but also of 
interest because the 180 neurosurgical patients have not, 
in fact, had artificial ventilation (except when there has 
been acute respiratory depression, as when surgical 
mancuvres have interfered with the floor of the 4th 
ventricle). Vanderwater et al. (1955) have produced 
results which suggest that, even though respiration is 
depressed and slowed in these circumstances, there is not 
necessarily a decrease in the pH of the blood; in fact 
there may occasionally be a tendency to alkalinity. In 
contrast to the neurosurgical patients, all the others have 
been very actively ventilated. It is, however, easy to 
demonstrate in dogs that ventricular fibrillation can be 
caused, below the critical temperature of 28°C, by sudden 
ventilation in cases where the respiration has been 
depressed. I suspect that it is important to maintain 
steady ventilation and avoid sudden changes. 

Another sinister arrhythmia is bradycardia. Intense 
bradycardia during hypothermia has been described in 
dogs by-Cookson and Di Palma (1955), who believed it 
was due to direct depression of the sino-auricular node. 
That it was not due to vagal overactivity is suggested 
by the failure of vagotomy or atropine to reverse the 
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Fig. |—2 patients with bradycardia during hypothermic anesthesia. 
(A) Man aged 46 with a frontal lobe tumour ; bradycardia 
reversed by atropine. (8) Woman aged 28 with an arteriovenous 
anomaly; no change after atropine. 
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respond to atropine, but in the other it was successful 
in removing the arrhythmia (fig. 1). 

Blood-coagulation 

One of the complications of hypothermia which has 
exercised us has been its effects on blood-coagulation. 
A patient whom we cooled by the surface method 
succumbed to intractable oozing which continued after 
the operation. This was for portacaval anastomosis, and 
the hypothermia was used in an attempt to obtain a 
relatively dry field of operation. In fact, the advanced 
liver cirrhosis, with a significantly reduced prothrombin 
index, contra-indicated hypothermia. He received 21 
pints of blood, and he died forty-eight hours later, 
apparently from a transfusion reaction (Dundee et al. 
1953). 

There are many references in the literature to uncon- 
trollable postoperative haemorrhage in animals (Helms- 
worth et al. 1955) and to submucosal hemorrhages in the 
viscera following hypothermia (Parkins et al. 1954, 
Deterling et al. 1955). The influence of a fall in tempera- 
ture on the coagulation-time of blood in vitro is well 
known (fig. 2), but 
there is more to it 
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Fig. 2—Effect of temperature on ceagulation- the hypothermic 
time of blood as estimated by hair-capillary state falls very 


aeons significantly after 


three to five hours. 
He emphasises the particular danger of uncontrollable 
oozing. 

During experiments to determine the steroid output 
at low temperatures, we have maintained 16 dogs, cooled 
by the surface method, at temperatures below 30°C for 
seventy-two hours. 3 did not survive this period. Of 
the remaining 13, we have attempted resuscitation in 9 
without success, although they have survived for two or 
three days after rewarming. Of these 9, 3 almost, but 
not quite, recovered consciousness. At necropsy, apart 
from a boggy cedema of the tissues and transudation of 
fluid into the peritoneum and pleural cavities, hemorrhage 
and congestion are the predominating features. There 
is intense congestion in the liver accompanied by central 
lobular necrosis (fig. 3), and in the kidneys (fig. 4) accom- 
panied by fluid exudation into the glomerular tufts. 
The distal tubules show separation of the cells from the 
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Fig. 3—Liver of dog ( » 
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Fig. 4—Kidney of dog vs 360) maintained at 29°C for 7 hours. 





Congestion and exudate into glomerular cap . Pr e of 
basement membrane. 
basement membrane, which is prominent and con- 
voluted. The suprarenals (fig. 5) are characterised by 


vacuolation and loss of cells in the medulla, and necrosis 
in the cortex (fig. 6). These changes are similar to (but 
more severe than) those described by Knocker (1955) in 
dogs cooled for up to three hours. It cannot be stated 
that they are not due to hypoxia, for blood-oxygen was 
not estimated; but in these experiments any sign of 
hypoxia would have been treated by assisted respiration. 

Certainly the predominant characteristic—i.e., reduc- 
tion in the coagulation ability of the blood—could not 
be so explained. The lungs are so congested that they 
can only be described as full of blood, and the bladder 
shows extensive submucosal hemorrhages. Oozing from 
each needle-prick after withdrawal of blood-samples and 
troublesome hzmorrhages from the wound edges were 
further evidence of the loss of clotting-power. 

Examination of the coagulation characteristics of the 
blood gave some explanation of these findings (fig. 7). 
There was a slowing of the thrombin-fibrinogen reaction 
and a fall in the platelet-counts as the days passed, with 
corresponding changes in the coagulation-time and 
prothrombin index. 

Though care was taken to maintain the electrolyte 
and fluid balance of these animals, they were not given 
protein; there may have been a loss of fibrinogen, 
associated with a general fall in plasma-proteins. But 
similar experiments in control dogs which were kept 
anesthetised with pentobarbitone (though at normal 
temperature) for the same period showed that this was 
not the explanation. These control dogs recovered 
rapidly and perfectly normally, and their blood- 


coagulation characteristics were little altered (fig. 8). 
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Fig. 5—Suprarenal medulla of dog (x 96) maintained at 29°C for 72 
hours. Vacuolation and loss of cells. 
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Fig. éciienmeall cortex of dog @ * maintained at 29°C for 72 hours. 
Cell necrosis. Disappearance of typical cells. 


The slowed fibrinogen-thrombin reaction in the cooled 
dogs might be due to loss of fibrinogen from depression 
of liver function, but Owren (1947) has shown that the 
optimum concentration of fibrinogen for blood-coagula- 
tion is 20% of that nermally found. Fulton (1946) gives 
an even lower level. The possibility arises of the presence 
of a heparin-like substance. Suomalainen (1954) in 
Finland has shown that, during hibernation, hedgehogs 
have a greater pro- 
longation of coagu- 
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would account for 
all our findings. A 
high heparin level 
might be due to 
liberation of an 
excess or to a delay 
in excretion of 
heparin at these 
low temperatures. 
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Fig. 7—Coagulation characteristics of dog 
maintained at 29°C for 72 hours. The 
c Ieei. oi (hair-c pill 7 oh d) 
is shown at the dog’s temperature at the 
time of estimation, and at normal body- 
temperature 37°C. 





Practical Considerations 

These observations may have little significance in 
regard to short periods of hypothermia—e.g., during 
operations—except to warrant care in patients in whom 
the blood-coagulation is not normal; but I think they 
may be of some importance where prolonged hypothermia 
is attempted in treating brain-stem injury or other 
conditions. Very low temperatures should probably be 
avoided and a check kept on the coagulation charac- 
teristics of the blood. 

With the exception of the single patient with reduced 
liver function that I have mentioned, we have not seen 
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this type - tecuble with the 250 surface-cooled patients ; 
and some have been kept at 30°C for up to four days. 

However all that may be, few will deny that these 
difficulties with blood-clotting are much less likely to 
be experienced with surface cooling then with the 
extracorporeal methods. It is well known that the 
circulation of blood through tubes and valves leads to 
hemolysis and loss of platelets. and so interferes with 
coagulation. This can be a real danger. Of 40 patients 
at the Mayo clinic maintained on a heart-lung apparatus 
during operations on the open heart (Kirklin et al. 1956), 
1 is reportéd to have died from intractable postoperative 
hemorrhage. It is suggested that this was due to the 
large amount of hemolysis present (plasma-hzemoglobin 
1-5 g. per 100 ml.). The clotting elements of the blood 
were not investigated. 
There is reason to sus- 
pect that other workers 
have had more diffi- 
culty. We have lost a 
patient from incoagula- 
bility of the blood after 
operation who was 
cooled by the simple 
apparatus described by 
Lucas (1956), modified 
by the use of siliconised 
rubber tubing instead of 
the less elastic vinyl 
plastic. She was a girl 
aged 22 with pulmo- 
nary stenosis, treated 
by open valvotomy. 

Helmsworth and Cole 
(1956) have sought to 
show that changes of 
this nature in the blood 
are greater with surface 
cooling than with the 
extracorporeal method 
(see table). But their 
results might be 
misleading, because the 
estimation was made with the surface method at 23°C, 
and with the extracorporeal method at 28°C. Apart 
from the possible effects of the difference in temperatures, 
it seems certain that further circulation of the blood 
through the apparatus in order to achieve the extra 
5°C of cooling would have altered the result very con- 
siderably and made it more justly comparable to that 
obtained with the surface method. 
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Fig. 8—Coagulation characteristics of 
dog maintained anzsthetised with 
pentobarbitone for 72 hours at 
normal temperature. 
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Average Average 
Immersion at normal change 
temperature at 23’C 
Heematocri rit t (%) | 46-4 27:-2% increase 
Platelet-count (perc. mm. ) 524,700 80-:7% 
Leucocyte-count (per 
c.mm.,) 12,650 88-5% 
Total eosinophil-count decrease 
(per c.mm.) 303 85% 
Mean corpusc ular hemo- ; 
globin concentration( %) 32-9 61% 
Average Average 
Extracorporeal circulation at normal change 
temperature at 28°C 
Heematocrit (%) 46-6 20- : 2 increase 
Platelet-count (perc mm. :) 547,000 24°8 
Leucocyte-count (per 
c.mm.) 12,910 51:2% 
Total eosinophil-c ount - decrease 
(perc.mm.) . 284 331% 
Mean corpuse ular hemo- } 
globin concentration( %) 32-2 47% 
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What of the future of hypothermia? It is foolish to 
prophesy, but I think that there is no doubt that it has 
established itself as irreplaceable as an adjuvant to 
hypotension in general surgery and especially in neuro- 
surgery, and I reiterate that I believe that hypothermia 
should always be used, except perhaps for the briefest 
period of hypotension in young people. In therapeutics 
it is likely to remain effective in treating cases of hyper- 
metabolism. Thyrotoxic crises are a rarity in these 
days, but we have found hypothermia extremely useful 
in the 2 cases we have met. Similarly it has a place in 
the treatment of hyperpyrexial states, and in cases of 
brain or brain-stem injury associated with oedema. 


Heart-lung Pumps 

In open cardiac surgery, there is a distinct decline in 
enthusiasm for hypothermia and an increasing tendency 
to favour some form of pump oxygenator to assume the 
function of the heart and lungs. This has been particu- 
larly evident in the United States since the work three 

( 

' ' 
years ago by Miller et al. (1958) and the great advances 
made by Lillehei and his associates (1955). 

I am not at all sure, however, that hypothermia will 
be replaced by these methods. The differential brain- 
cooling suggested and successfully used by the Japanese 
workers Kimoto et 
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approach has been 
fully exploited. 
The introduction 
of extracorporeal 
circulation through 
a pump and mech- 
anical oxygenator 
has all the hazards in regard to hemolysis and altered 
coagulation to which I have referred. 

It seems that we are faced with a dilemma. We 
require a pump with an output of the order of more than 
minute. Such large-output pumps, however, 
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Fig. 9—Dog’s heart-lung preparation perfused 
with human blood working against a 
peripheral resistance of 120-130 mm. Hg. 
Oxygen and free haemoglobin estimated at 
20 minutes. 
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Fig. 10—Dog's heart-lung prepara- 
tion perfused with human blood. 
Blood-coagulation studies. 
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Fig. |!|—Dog’s lung ( « 96) after perfusion with human blood. Conges- 
tion, ced , and depositi of fibrinogen in pulmonary vessel. 





as a pump. Helped by generous donors of human 
blood, we have worked together on this project, 
and, as with all such enterprises, have* waxed alter- 
nately manic and depressive in our enthusiasm. I 
think, however, we have established that the heart 
and lungs of the dog can be used to pump and 
oxygenate human blood. We have not been able to 
demonstrate any incompatibility of the sample of human 
blood which has circulated in the preparation with a 
sample of the same blood which has not circulated. This 
might, I think, be expected after the report, by Campbell 
et al. (1956), on the successful use of the dog’s lungs to 
oxygenate blood in 
eardiac surgery in 7 
patients. We have, 
however, been faced 
with several problems, 
such as the tendency 
of the lungs to become 
cedematous. Acting on 
the experience of 
Campbell and _ his 
colleagues, we thought 
this could be overcome 
by adequate washing 
out with dextran; but 
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Fig. 12—Dog’s heart-lung preparation 
perfused with human blood. Blood- 
coagulation studi after insertion 
of nylon filter in circuit. 





to wash out as the 
lungs alone, but our 


present technique of cooling the preparation before 
introducing the dextran and human blood is enabling 
us to get wash-outs with only 7000 cells per c.mm. 

It was disappointing, at first, to find that haemolysis 
and altered coagulation of the blood are experienced with 
this biological pump, just as with mechanised heart- 
lungs. The amount of hemolysis has varied, and, though 
we have had some preparations with less than 2 mg. of 
plasma hemoglobin per 100 ml., usually there is about 
136 mg. We hope to reduce this considerably by using 
an all-plastic apparatus which is being prepared. 

The early preparations progressively lost fibrinogen, 
and the blood-coagulation studies showed disturbing 
features (fig. 10). The fibrinogen was being deposited in 
the lungs (fig. 11), but the serious feature was the con- 
siderably altered prothrombin index. But at the sug- 














THE LANCET] 
gestion of Dr. Harry Wilson, of the department of 
pharmacology, we are now filtering the blood through 
nylon and seem to have overcome this difficulty (fig. 12), 
though we have not established that the difference is in 
fact due to the nylon filter. 

It is too early to say whether this type of preparation 
has any future in clinical application. It does hold out 
the possibility of a cheap and efficient heart-lung pump, 
and one which in theory should be less destructive to 
corpuscles and carry its own servo-regulatory mechanisms. 


Conclusion 


My theme may be summed up in the word “ control.” 
I have above all endeavoured to control myself and to 
avoid that type of dogmatism which would have me 
labelled, as was the character in Measure for Measure, 
‘*a proud man, drest in a little brief authority.” 

I have suggested that induced hypotension, both on 
a-priori grounds and in the light of recent surveys, 
demands a high price, and that surface cvoling down to 
LO pee i ' I 

‘ ; U 

30°C is, in experienced hands, practical and safe. {¢ 
should be regarded as an adjuvant to hypotension in 
most, if not all, cases. I have expressed a foreboding 
that extracorporeal cooling will be found to incur its own 
hazards, which are likely also to attend the use of any 
mechanised heart-lung pump. I have suggested a new 
approach to the heart-lung pump problem which remains 
to be explored. 

Dr. Robert Coope, in his little book The Quiet Art, 
quotes a Negro’s prayer, and it would be difficult to find 
a better morning supplication for all who are involved 
in this work and who, by constant endeavour and 
thought, are striving to improve the lot of our patients 
by more effective and safer control of the circulation. 

“Lord, help me to understand that you ain’t goin’ to 
let nothin’ come my way that you and me together can’t 
handle.”’ 


I would like to express my gratitude to my colleagues in 
the department for their very considerable assistance in the 
experiments from which I have quoted, and to Mrs. Todd, 
the biochemical technician in my department, for the various 
blood investigations. I am greatly indebted also to Mr. H. P. 
Harding, of the department of veterinary pathology, for the 
examination of many pathological specimens and slides and 
to Mr. W. A. Lee of the central department of photography, 
for the preparation of the photomicrographs. Without the 
full coéperation of Dr. D. Lehane, of the Liverpool Regional 
Blood Transfusion Centre, it would not have been possible to 
have carried out the experiments with the heart-lung prep- 
aration, and I am extremely grateful to the generous donors 
who gave, and are continuing to give their blood for this work. 
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THERE are striking differences in the published 
estimates of the relative incidence of acute and chronic 
leukemia, extreme values for the acute form being 
26% (Morganti and Cresseri 1952) and 61% (Gunz 
and Hough 1956). Undoubtedly part of this is due to the 
use of different criteria to decide which cases are to be 
included under the heading of acute leukz#mia. Another 
cause is the great difference in age at onset of the two 


itt. tf ( (id nd Gonid 
forms of leukaemia, whieh Makeg it diheult, and Mole. 


times impossible, to compare two series of cases. Yet 
another difficulty is that there is evidence that the 
incidence of leukemia varies with social status and 
geographical location (Hewitt 1955). There are other 
reasons for these differences which are not so obvious 
as those cited above. For instance, there has been 
a change in the relative age-incidence of acute and 
chronic leukemia since 1940, at least in the age-group 
15-55. 


Material and Methods 


Our material consists of all cases of leukzemia which 
occurred in the Armed Forces between Sept. 4, 1939, 
and Dee. 31, 1955, and for which application for pension 
was made to the Ministry of Pensions and National 
Insurance. We have thus obtained details of 655 cases, 
but there may be others. Previous experience has shown 
that some cases are always missed from such a series, 
owing to errors in coding, &c., but no grounds have been 
found for suggesting that selective factors are involved 
in such omissions. 

For the present purposes the following data were 
recorged in each case: sex, date and place of birth, date 
of onset of leukemia, date of death or duration of disease 
until Dec. 31, 1955. Such a series is not entirely free 
from selection as regards the following factors : 


(1) Sex.—Only 10 of the 655 were females ; owing to their 
small number they were included with the males. 

(2) Age.—This is necessarily limited to the ages of serving 
personnel. In the present case the ages ranged from 18 to 63 
years. 
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TABLE I-—RELATIVE INCIDENCE OF ACUTE AND CHRONIC 
LEUK MIA, ACUTE LEUK4:MIA BEING DEFINED AS A DURATION 


OF NOT MORE THAN Six MONTHS 


Years of onset 


1940-44 1945-49 1950-54 
Age at 
onset ; 5 2 P 9 
(yr.) Ss als = a\|3 s g/3 
5 £13 5 £|° 5 z| 3 
< a | _— < = = < = o 
5 >) 5 
15-24 69 26 | 95 37 i5 | 5 17 11 | 28 
(72-6%) (71-2 %) (60-7 %) 
25-34 68 38 |106 59. 42 «(101 16 | 13 | 29 
(642%) (58-4%) (55-2%) 
35 or 35. | 50 | 85 417°,—«| 45: | 92 22 14 | 36 
more | (41-2%) (51-1%) (61-1%) 
All 172 114 |286 143 102 |245 55 38 | 93 
ages (60-1%) (584%) (59-11%) 


Figures in parentheses are percentages of the acute type for each 
age-group for each onset period. 


(3) General Health.—The cases were drawn from a popula- 


tion who were, at the date of enlistment, considered to be of 


the standard of physical and mental fitness necessary for 
service in the Armed Forces. Since the comparisons to be 
made are entirely within the series, this fact is of no importance 
in the present investigation. 


In every case we saw the hospital records, including 
the hematological findings, and satisfied ourselves about 
the diagnosis of leukemia. We consider that our series 
consisted entirely cf cases of leukzemia, so far as could 
be ascertained by ‘he diagnostic methods in use at the 
time of the investigation. On the other hand, we found 
wide differences of opinion on the histological type of 
leukemia. We also noted cases diagnosed as aplastic 
TABLE II—MEAN AGES AT ONSET OF ACUTE AND CHRONIC 


LEUKAMIA, ACUTE LEUKMIA BEING DEFINED AS A DURATION 
OF NOT MORE THAN Siz MONTHS 


Years of onset 


1940-44 1945-49 1950-54 
Mean age, acute (yr.) .. ° ee 28:7 31:7 33:1 
Mean age, chronic ( yr.) 33-9 34-6 32-8 


anzmia where we have reason to regard the diagnosis 
with suspicion. 

In view of the uncertainty expressed by most workers 
on the ‘‘ typing ’’ of cells in acute leukemia we adopted 
an arbitrary definition; a case of acute leukemia was 
one in which the disease did not last more than six 
months from onset to death. A further difficulty then 
arose—the determination of the date of onset. We have 
taken this as being the first date on which the patient 
complained of any symptom which is included in the 
standard descriptions of leukemia (Whitby and Britton 
1953, Wintrobe 1956). 

Results 

The cases were divided into three groups according to 
the year of onset ; 1940-44, 1945-49, and 1950-54. This 
excluded cases arising before 1940 and since 1954 from 
this part of the investigation, leaving 624, which were 
again divided into age-groups at date of onset: 15-24, 
25-34, and 35 years or more. The data are shown in table r. 

It will be seen that the incidence of acute leukemia, 
all ages, was remarkably constant in each of the five-year 
periods of onset, being 60-1%, 58-4%, and 59-1%. 
Comparison of the mean age at onset of the two types, 
however, showed an increase in the acute type and 
a decrease in the chronic (table m). 

The increase in mean age at onset in the acute cases 
was found to be significant ; the decrease in the mean 
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age at onset in the chronic cases was found to be no 
greater than that expected from chance variations (see 
appendix). 

The change in the age at onset of the acute type was 
mainly due to an increase in the proportion of acute cases 
in the older age-groups, but there was also a decrease 
in the proportion in the younger ages (fig. 1). 

Such a change could be explained if the average age of 
Forces personnel had increased during the period under 
investigation. The age-distribution of men in the Forces 
for 1941-54 inclusive was obtained from the Central 
Statistical Office, and the means calculated. For the 
three five-year periods 1940-44, 1945-49, and 1950-54 
these were found to be 28-7, 27-0, and 23-9 years respec- 
tively. These mean ages, with the mean ages at onset of 
the two types of leukzmia, are shown in fig. 2. 

It will be seen that, far from explaining the observed 
changes, consideration of the mean age of the Forces 
personnel 
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1945-49 1950-54 
PERIODS OF ONSET 
Fig. 1—Change in incidence of acute and chronic 
leukzmia since 1940: stippled, chronic ; hatched, 
acute. 


not show 1940-44 
any such 
change. 
Hemato- 
logical 
opinion is 
divided on the classification of leukemia by its duration. 
Some hematologists recognise a subacute type which lasts 
from six to twelve months, whereas others include cases 
lasting twelve months or less with acute leukemia (Com- 
mittee for Clarification of Nomenclature of Cells and 
Diseases of Blood and Blood-Forming Organs 1950). We 
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TABLE III—RELATIVE INCIDENCE OF ACUTE AND CHRONIC 
LEUKA2MIA, ACUTE LEUK2ZMIA BEING DEFINED AS A DURATION 


OF NOT MORE THAN TJ'welve MONTHS 


Years of onset 














Age at 1940-44 1945-49 1950-54 
onset 

(yr.) ~ S | = ai © “a 

6 18/8! 2 |218| & 18/8 

4 i/8i"| 4 /6/8#!] <« | gle 

15-24 | 77 18|95| 45 7/52, 20 8 | 28 
(81-21%) (86-5 %) (71:4%) 

25-34 7 27 1106 | 75 5 it 20 9 | 29 
(74:5%) (743%) (69-0 %) 

35 or 45. |40/85|. 59 2| 27 9 | 36 
more | (52-9%) (64-1%) (75-0%) 

All 201 85 286 | 179 | 66 \245| 67 | 26/| 93 
ages (70-3%) (73-1%) (72-0%) 


Figures in parentheses are percentages of the acute type for each 
age-group for each onset period. 


of significance as with the previous definition, and that 
the decrease in the mean age at onset of the chronic type 
was again not significant (see appendix). 


Discussion 


Additional evidence which may be of importance for 
the explanation of this change in the pattern of leuksemia 
is contained in the tables of age-specific death-rates of 
leukemia for England and Wales prepared by Dr. 
R. A. M. Case and Miss J. T. Pearson (unpublished). 
Calculations based on these tables show that the ages at 
which no real change in the mortality from leukemia has 
taken place ar» ‘rom 20 to 34, and that these are approxi- 
mately the same in both sexes. (These changes, for males, 
are shown in fig. 3.) 

It now becomes possible to bring together certain more 
or less isolated facts about leukzemia and to draw con- 
clusions from them. The facts are as follows : 


(1) The mortality from leukzmia in the general population 
is known to be increasing sharply, both in this country and in 
others. 

(2) There are two peaks in the mortality from leukemia, 
in infancy and from middle age onwards, and this is true for 
both sexes. 

(3) In the age-group 20-34 there has been virtually ni 
change in the mortality from leukemia. 

(4) Ionising radiation is known to be leukemogenic both 
in animals and in man (Warren 1956, Medical Research 
Council 1956). 

(5) Radiation is the only known leukzmogen to which every 
living thing on the planet is to some degree exposed (Spiers 
1956). 

(6) There has been an increase in the man-made contribution 
to background radiation, both from the appurtenances of 
civilisation and as a result of nuclear explosions (Medical 
Research Council 1956). 

(7) There has been a significant increase in the mean age 
at onset of acute leukemia since 1940. 


From these facts we have drawn the following con- 
clusions : 


(1) It is improbable that the incress» in the incidence of 
leukemia can be solely due to heavy doses of irradiation, 
such as from radiotherapy or from close associatior. with 
nuclear explosions. The Medical Research Council <;1956), 
investigating leukemia and ankylosing spondylitis, found 
only 37 cases of leukemia in a heavily irradiated population 
of 13,352 patients over a period of twenty years, and it is 
obvious that there cannot be many such populations in 
existence. 

(2) Though we are not here dealing with the leukw#mia of 
infancy, it seems probable that, at least im some cases, it is 
associated with irradiation in utero (Stewart et al. 1956). 
Such irradiation is delivered to embryonic tissues and, 
compared with background levels, constitutes a high radiation 
dose. 
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(3) We are left with an excess of cases of leukemia occurring 
after the age of 35 in people who have not been subjected to 
heavy doses of radiation. In the absence of evidence for 
genetic determination of these cases it is reasonable to assume 
that they arise as a result of some agent acting after con- 
ception. Such an agent may well be exposure to long-term 
low-dose radiation. If we accept this hypothesis, it is necessary 
to postulate either a certain minimal cumulative dose or 
a time lag after the exposure to the responsible agent, and/or 
leukemia to be the result of a somatic mutation. The results 
of experiments on animals suggest that a somatic mutation is 
the most probable explanation (Loutit 1957), and that in man 
there is a.latent period before leukemia is detectable by 
present techniques. A latent period has been found in leukemia 
occurring in cases of irradiated ankylosing spondylitis and in 
those following the Japanese atomic bombing. Japanese 
cases were still occurring, apparently with undiminished 
frequency, ten years after the bombing (Medical Research 
Council 1956) 


It is clearly to be understood that we are not advancing 
the hypothesis that all leukszmia is due to radiation, and 


TABLE IV—-MEAN AGES AT ONSET OF ACUTE AND CHRONIC 
LEUK£MIA, ACUTE LEUK2MIA BEING DEFINED AS A DURATION 
OF NOT MORE THAN ‘Twelve MONTHS 


Years of onset 





31:7 
36-2 


33-2 
32-3 


Mean age at onset, acute (yr.) - 29-0 


Mean age at onset, chronic ( yr.) 35-0 


we are well aware that the picture has been over- 
simplified. Other possible leukemogens have been 
suggested—e.g., sulphonamides. The use of these drugs 
greatly increased during the period of our investigation, 
but there does not, at present, appear to be any firm 
evidence that they are leukemogenic. We hope to be 
able to produce evidence on this point and later on other 
suggested leukemogens. At present we can only point 
out that a possible explanation of at least some of the 
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Fig. 3—Male deaths from leukzmia in England and Wales for 1911-53. 
Figures on right-hand side are ages (yr.) at death. 
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increase in the mortality from leukzmia, and of the 
advance in the age at onset of the acute type which we 
have shown to be taking place, is the increasing amount 
of man-made radiation to which we are all subjected. 
In particular we emphasise the increase in diagnostic 
radiology in the Western countries between 1906 und 
the present date (the period covered by the tables from 
which fig. 3 had been prepared). We tried to estimate 
the amount of diagnostic radiation received by the 
patients in our present series, but the position was so 
complicated of unrecorded routine 
mass radiography that the assessment of this particular 
factor proved to be impossible. We appreciate that such 
a hypothesis is not a ‘‘ good”’ one, in the sense that it 
cannot be subjected to experimental verification. If, 
however, this hypothesis is correct, a continued increase 
in the incidence of leukwemia is to expected unless 
exposure to man-made radiation is adequately controlled. 


by the possibility 


be 


Summary 

624 cases of leukemia arising in members of the Armed 
Forces in 1940-54 were examined. 

A significant increase in the mean age at onset of the 
acute type was found both with a duration of less than 
six months and with a duration of than twelve 
months. No significant change was found in the mean 
age at onset of chronic leukemia during the same period. 

There was a the mean of 
personnel during the same period, which accentuates the 


less 


decrease in age Forces 
change found in acute leukwemia. 

It is probable that environmental factors are respon- 
sible both for this change and for the known increase in 
the general mortality from leukemia. One such factor 


may be man-made additions to the background radiation. 
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Appendix 
Age-specific Death-ra'es for Leukemia (table v).—Tables 
of death-rates for leukemia for England and Wales for 
1911-53 in five-year periods and for each 5-year age- 
group from 0-4 to 70 or more, male and female, have been 
prepared by Dr. R. A. M. Case and Miss J. T. Pearson 
as part of the programme of the Chester Beatty Research 


Institute. From these tables we have calculated the 
‘best straight line’’ for each 5-year age-group, and 


each of these lines has been compared, by the 7? method, 
a line drawn parallel to the X axis through the 
mean death-rate for the age-group. (The 


with 
point } 


best straight line is here defined as that line for which the 
sum of the squares of the residuals is a minimum.) These 
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TABLE V-—SIGNIFICANCE OF DIFFERENCES IN MEAN AGES 
AT ONSET 
Difference Standard 

™ , of mean error of ee Ree 
Type ages at difference Significance 
onset (yr.) (vT.) 
Acute’? =not last 
ing more than 6 mos.: 
ute 1-4 1-7 P less than 0-01, 
Chronic 1-1 2-0 not significant 
‘Acute ’’ =not last 
ing more than 12 
mos. : 
Acute 4-2 15 P less than 0-01, 
Chronic 2:7 2-3 not significant 


lines are shown for males in fig. 3. The features to which 
we especially wish to draw attention are the pon- 
significant inereases for the age-groups 20-24, 25-29, 
and 30-34, and the rapidly growing significant increases 
for the older age-groups. 
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Tue liver is intimately concerned with intermediate 
carbohydrate metabolism, and the raised blood keto-acid 
levels reported in severe liver disease (Amatuzio and 
Nesbitt 1950) might indicate failure of this process. The 
application of paper chromatographic (Cavallini et al. 
1949) and enzyme methods (Segal et al. 1956) have now 
allowed separate analysis of «-ketoglutaric and pyruvic 
acids. Both these acids are transported from the peri- 
phery to the metabolic pool in the liver. Raised levels 
of «-ketoglutaric acid in the blood have been reported 
in liver disease (Seligson et al. 1952) and increases in 
both acids noted when there is complicating hepatic coma 
(Amatuzio and Nesbitt 1950, Carfagno et al. 1953, Walshe 
1955). In this paper the blood-levels of pyruvic acid and 
a-ketoglutaric acid are reported in a series of patients 
with liver disease, with and without neuropsychiatric 
changes. An attempt has been made to determine the 
mechanism of the changes in keto-acid levels and to 
assess the usefulness of these estimations as a routine 
clinical procedure in the management of patients with 
liver disease. 

The blood-ammonium level is often raised in hepatic 
coma (McDermott and Adams 1954, Traeger et al. 1954, 
Phear et al. 1955), and Bessman and Bessinan (1955) 
have observed removal of ammonium by the brain 
and peripheral tissues as reflected by an arteriovenous 
difference. This peripheral and cerebral removal of 
ammonium is probably due to combination of «-keto- 
glutaric acid and ammonia to form glutamic acid, which 
in turn is aminated by another molecule of ammonia to 
form glutamine. Bessman and Bessman (1955) have 


suggested that in hepatic coma the unmetabolised 
ammonium combines with the «-ketoglutaric acid of 


muscle and brain until the supply of this acid is exhausted. 
Such a deficiency will eventually interfere with the 
efficient working of the Krebs tricarboxylic-acid cycle in 
which «-ketoglutaric acid is an essential link. The blood 
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TABLE I—NORMAL VENOUS KETO-ACID LEVELS 
No. of Mean «-ketoglutaric Mean 

Reference Method observation acid 8.D. pyruvic acid 8.D. 

OBOE VS ° (ug. per 100 ml.) (ug. per 100 ml.) 

Seligson et al. 1952 Chromatography of 2: 4-dinitrophenylhydrazine is 200 + 23 686 151 
derivatives after ethy! Acetate extraction 

Walshe 1955 Chromatogiaphy of 2: 4-dinitrophenylhydrazine 16 143 (range 86—302) 230 (range 160—280) 


derivatives after ethy! 


acetate extraction 


Smith and Taylor 1955 .. Chromatography of 1: 2-diamino-4-nitrobenzene 7 100 20 350 + 70 
derivative , 

Segal et al. 1956 Enzyme 26 eA 660 (range 390-860) 

Present series Chromatography of 2 : 4-dinitrophenylhydrazine 19 57 42 541 141 


derivatives after ether extraction 


keto-acid leveis were therefore compared with those of 
blood-ammonium. The level of blood-ammonium was 
also raised by giving oral ammonium chloride, and the 
effect on blood keto-acid levels observed. 

Thioctie (lipoic) acid is a co-enzyme essential for the 
formation of active acetate, and so obligatory for the 
efficient working of the tricarboxylic-acid cycle and hence 
for the metabolism of pyruvie acid (Ochoa 1954). In 
view of the increased pyruvic-acid values noted in hepatic 
coma, thioctic acid has been recommended for its treat- 
ment (Rauch 1954, Steigmann and Canahuati 1956). 
Results in 4 patients are now reported. 

Case-material and Methods 

38 patients with liver disease were studied, of whom 
16 showed neurological changes. 33 patients suffered 
from portal cirrhosis, 1 from biliary cirrhosis, and 2 from 
acute virus hepatitis. A patient with typical neuro- 
logical changes had a normal liver histologically and 
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© NO LIVER DISEASE 
@ LIVER DISEASE 
@ HODGKINS DISEASE OF LIVER 
— MEAN --- +250. From mean of patients 
with liver disease and no precoma 
Fig. |—Fasting venous «-ketoglutaric-acid levels related to grade of coma. 


macroscopically, and a large extrahepatic portal-systemic 
collateral circulation. Another had deep jaundice asse- 
ciated with Hodgkin’s disease of the liver and was in 
coma. All patients received parenteral vitamin-B 
supplements. The control group (16) were members of 
the hospital staff or volunteer patients without liver 
disease or other conditions, such as congestive heart- 
failure or thyrotoxicosis, which are known to affect the 
blood keto-acid level. 

The neurological condition was graded 0 (normal), 
1 (minor disorders of consciousness and the motor system), 
2 (gross disorders of consciousness and the motor system), 
or 3 (coma). The portal collateral circulations were 
assessed by transplenic portal venography (Atkinson 
et al. 1955). 

On 70 occasions, blood from resting patients after an 
all-night fast waS drawn simultaneously from artery and 
antecubital vein. On 20 occasions, only venous blood 
was obtained. Ammonium was estimated by a slight 
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Fig. 2—Fasting venous pyruvic-acid levels related to grade of coma. 
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modification of Conway’s (1950) microdiffusion method 
(Phear et al. 1955). Normal arterial values for this 
method are less than 1 pg. per ml. Pyruvic acid and 
a-ketoglutaric acid were estimated by a modification of the 
method of Cavallini et al. (1949) ; the 2 : 4-dinitrophenyl- 
hydrazine derivatives were extracted with ether and 
separated by chromatography (de Groote et al. 1955). 

10 fasting subjects with cirrhosis of the liver were 
given 3 g. ammonium chloride orally; arterial and 
venous «-ketoglutaric-acid, pyruvic-acid, and ammonium 
levels were estimated at once and thirty, sixty, ninety, 
and a hundred and twenty minutes later. 

Thioctic acid was given intravenously in doses ranging 
from 66 to 88 mg. over periods of forty-two to sixty hours. 
Fasting blood and keto-acid levels were obtained at the 
beginning and end of treatment. 


Results 

Normal Blood Keto-acid Levels 
Like previous workers we found a wide scatter of 
values, especially for pyruvic acid (table 1). The present 
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© NO LIVER DISEASE @® LIVER DISEASE 
Fig. 3—Fasting venous-arterial difference of keto-acids in relation to 
neurological state. Values above the line indicate the peripheral 
tissues giving up keto-acids. 


values for blood «-ketoglutaric acid were lower than those 
previously published. 


Venous «-ketoglutaric-acid and Pyruvic-acid Levels and 
the Neurological Condition 

Results of 73 estimations in 38 patients were correlated 
with the neurological condition at the time of sampling 
(figs. 1 and 2). In patients with neuropsychiatric com- 
plications, a ‘* raised ’’ value of either keto-acid differed 
more than 2 standard deviations from the mean value 
obtained for patients with liver disease but without 
hepatic pre-coma. 

Mean fasting venous «-ketoglutaric-acid levels (fig. 1) 
in patients with liver disease and no signs of impending 
coma was 131 ug. per 100 ml. + 30; this is significantly 
higher than the control group (p = 0-01). Levels were 
raised in 8 of 30 patients in grade-1 precoma, 8 of 10 in 
grade-11 coma, and 10 of 12 patients in grade-11I coma. 

A patient whose liver was invaded by Hodgkin’s tissue 
had a normal level. All the patients with grade I neuro- 
logical changes and values less than 100 ug. per 100 ml. 
had relatively good liver function and a large portal- 
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TABLE II—VARIATIONS IN VENOUS KETO-ACID LEVEL OF 4 


FASTING PATIENTS WITH CIRRHOSIS OF THE LIVER 


«-Ketoglutaric acid (ug. per 100 ml.) 


» ie 
Patient Maximum 


9 A.M. 10 A.M. 11 A.M. variation from 

initial value (%) 
1 251 240 240 - 4 
2 64 64 73 +14 
3 111 105 132 + 19 
{ 174 169 183 + § 

Pyruvic acid (ug. per 100 ml.) 

1 775 710 740 - 8 
2 483 468 412 -13 
3 810 790 808 - 3 
4 859 756 993 + 16 


systemic shunt, and were suffering from the syndrome 
of chronic portal-systemic encephalopathy (Summerskill 
et al. 1956). The three lowest values were obtained from 
the woman with this syndrome who had a normal liver. 

Mean fasting pyruvic-acid levels (fig. 2) did not differ 
between control subjects and patients with liver disease 
without neurological disorder. Levels were raised in 
5 of 29 patients in grade-I precoma, 7 of 10 in 
grade-I1 coma, and 11 of 13 in grade-11T coma. 

With the development of neuropsychiatric symptoms 
the blood-level of both «-ketoglutaric acid and pyruvic 
acid tends to rise. In patients with early neuropsychiatric 
changes, however, the scatter of results is so great that 
neither measurement is of practical value in the diagnosis 
of incipient hepatic coma. 




















+160 4 
+140 a 
x 
~ +120 4 
w 
> 
w 
~ +100 4 
> + 4 
& 60 
> 
z 
» +60 a 
Q 
» 
3 +40 
S 
> 
= +20 i 
ty 
8 y 
< f) Be 
= 8 
8 S 
x 
2 
-20 4 
i 1 l i 
it] 30 60 30 120 
MINUTES 


— Large portal -systemic collateral circulation 
—— Minimal ” ” ” ” 


Fig. 4—Change in venous pyruvic-acid levels after 3 g. oral ammonium 
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The peripheral venous-arterial difference of both 
a-ketoglutaric and pyruvic acids, in patients with liver 
disease, did not significantly change when there were 
neuropsychiatric complications (fig. 3). In particular, 


there was no evidence of an increased uptake of 
a-ketoglutaric acid by peripheral tissues in hepatic 
coma. 


Relation of Blood Keto-acid Levels to Blood-ammonium 
Levels and the Effect of Ammonium Chloride 


The arterial ammonium level is said to correlate more 
closely than the venous values with the neurological 
status of the patient (Bessman and Bradley 1955). 
Arterial ammonium levels, however, showed no significant 


correlation with those of venous «-ketoglutaric acid 
(r = 0-21, 50 observations) or venous pyruvic acid 


(r 0-19, 43 observations). 


The variation of fasting venous keto-acid levels over 
a two-hour period was studied in 4 cirrhotic patients 
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ammonium chloride (expressed as percentage of fasting value). 


(table 11). The maximum variation of «-ketoglutaric acid 
from the initial value ranged from -4% to +19%, and 
for pyruvic acid from —13% to +16%: this is in close 
agreement with the observation of Segal et al. (1956) on 
venous pyruvic levels. We regarded an alteration of less 
than 30% for either acid as not significant. 

In 6 patients with a large portal collateral circulation, 
arterial ammonium levels after 3 g. oral ammonium 
chloride exceeded 5 yg. per ml. 4 of these patients had 
a conspicuous rise of venous pyruvic-acid levels, while 
2 showed little change (fig. 4). Only 1 of these 6 patients 
had a rise in venous «-ketoglutaric-acid levels (fig. 5) ; 
this was the patient who showed the greatest rise in 
venous pyruvic-acid values. 

In 4 patients without a significant portal collateral 
circulation the arterial ammonium levels rose only to 
1-5-2 ug. per ml. The changes in venous pyruvic acid 
and «-ketoglutaric-acid levels were negligible. 
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TABLE III-—-EFFECT OF THIOCTIC ACID ON FASTING VENOUS 


KETO-ACID LEVELS IN HEPATIC PRE-COMA 


Fasting Fasting 
— venous venous > 
Thioc- a-keto- pyruvic | Neuro- 
tic glutaricacid acid logical 
- acid (ug. per (ug. per rade 
| 100 mil.) 100 ml.) 
S Remarks 
& on | am 
Ay 4 
EI 5 2 | Values 2 be go & 
~|=)| € |atend! ¢ = €\e 
Sis © of 2 46264 
2/5 ®& jinfusion) = om 
S| & 
1 66/42) 84 92 809 721 1 1 Chronic nevrepsychia- 


tric disorder 
Alcoholic cirrhotic 
Gastro-intestinal hemor- 
rhage controlled ; im- 
provement followed 
Chronic neuropsychia- 
tric disorder 


12881280 
18201015 0 I 


2 66/48 504 404 
3 88/60 476 332 


4 88/60 186 173 625) 528 1 I 


Thioctic Acid 

Thioctie (lipoic) acid (table 111) did not have a constant 
effect on the blood-level of «-ketoglutarate in fasting 
subjects. The levels in patient 1 (initially normal) and 
in patient 4 (initially raised) did not change significantly ; 
in patients 2 and 3 they fell slightly. Venous pyruvic-acid 
values fell significantly only in patient 3. This patient, 
the only one showing clinical improvement, was also 
having active treatment for bleeding cesophageal varices, 
and it was difficult to ascribe the benefit only to the 
thioctic acid. 

Discussion 

The levels of blood keto-acids are greatly influenced 
by the nutrition of the patient and by vitamin-B 
deficiency. Glucose feeding may double the blood keto- 
acid level in patients in hepatic coma (Amatuzio and 
Nesbitt 1950). The patients we studied were fasting 
overnight and had all been given adequate vitamin-B 
supplements. Increased fasting «-ketoglutaric-acid levels 
in liver disease agree with the observations of Seligson 
et al. (1952) and Smith et al. (1953). The latter group 
report normal blood-pyruvic-acid values, but Seligson 
et.al. (1952) found raised blood-pyruvate levels; pre- 
comatose patients were, however, included. In the 
individual patient, values for either keto-acid were not 
sufficiently predictable to be of practical value in clinical 
diagnosis or in the management of hepatic coma. Levels 
have not hitherto been compared with the severity of 
the neuropsychiatric disturbance. It was interesting to 
find that in each neurological grade the mean level 
increased as the neurological state deteriorated. This 
indicates a progressive impairment of intermediate 
carbohydrate metabolism. This could be a reflection of 
failure of the liver to deal with a normal quantity of 
these metabolites, or due to a general failure of inter- 
mediate metabolism so that the liver is called upen to 
deal with an increased load. Two important factors in 
the production of hepatic coma are liver-cell failure and 
a large portal collateral circulation (Sherlock et al. 1954). 
The keto-acid levels correlated better with the severity 
of liver-cell failure than with the extent of the collateral 
circulation. Most of the corhatose patients with low 
levels were suffering from chronic portal-systemic ence- 
phalopathy in which shunting of portal blood into the 
systemic veins is of major importance and liver function 
relatively good. Seligson et al. (1952) have also noted 
high levels of «-ketoglutaric acid in the blood of patients 
with acute hepatitis in whom liver-cell dysfunction is 
the main factor. Blood-ammonium reflects the shunting 
of portal venous blood into the systemic veins as well 
as the state of the liver cells (White et al. 1955). It is 
not surprising, therefore, that blood-ammonium levels 
failed to correlate with the blood keto-acid levels. 
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Bessman and Bessman (1955) suggested that ammonium 
interfered with cerebral metabolism by withdrawing 
a4-ketoglutarate from the Krebs tricarboxylic-acid cycle. 
Chis cycle functions in peripheral tissues, yet there was 
no relationship between the venous «-ketoglutaric-acid 
and arterial ammonium levels, and ammonium chloride 
did fall in «-ketoglutaric-acid levels or a 
contraction of the arterial-venous difference of 
glutaric acid. We confirmed the Bessmans’ (1955) observa- 
tion that ammonium is removed by peripheral tissues ; it 
seems, however, that ammonium toxicity is not related to 
withdrawal of «-ketoglutarie acid from the tricarboxylic- 
acid cycle. The rise of venous pyruvie-acid levels after 
oral ammonium chloride in some cirrhotic patients with 
a large portal systemic shunt that in 
circumstances, when a amount of ammonium 
reaches the peripheral the ammonium ion 
interferes with intermediate carbohydrate metabolism. 

The role of thioctic (lipoic) acid in the citric-acid cycle 
has fully reviewed by (1954). Though a 
deficiency of the co-enzyme in hepatic coma 
unlikely, it has been claimed to give encouraging results in 
treatment (Rauch 1954, Steigmann and Canahuati 1956). 
The effect in the 4 cases reported was unconvincing and 
extension of the trial did not seem warranted. 


not cause a 


a-keto- 


suggests some 
large 


tissues, 


been Ochoa 


seems 


Summary 


In fasting patients with hepatic cirrhosis, mean levels 
of a-ketoglutaric acid in venous blood were raised, but 
mean levels of pyruvic acid were normal, 

Both levels rose progressively as the neuropsychiatric 
state deteriorated to hepatic coma. 

There was no correlation between the arterial level of 
ammonium and the venous level of «-ketoglutaric acid 
or pyruvic acid, 

No constant pattern in «-ketoglutaric-acid response 
(arterial or venous) was observed in 10 cirrhotic patients 
given 3 g. oral ammonium chloride: but in 4 of the 6 
patients with a large portal-systemic collateral circulation 
the venous pyruvie acid rose. 

Thioctic acid was given to 4 patients in hepatic pre- 
coma without constant effect on the clinical state or 
blood keto-acid level. 


We wish to thank Lederle Laboratories Division, Cyanamid 
Products Ltd., for generous supplies of thioctic acid, and the 
Medical Research Council for a grant for technical help. 
Miss Y. d’Almeida, B.sc., and Miss J. McLaren, B.sc., gave 
valuable biochemical assistance. 
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A COMPARISON OF THE EFFECTS OF 
PHENOBARBITONE AND RESERPINE IN 
HYPERTENSION 
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M.B. Lond., M.R.C.P. 
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Tue rauwolfia alkaloid, reserpine, is now generally 
accepted as an effective means of treatment in many cases 
of essential or renal hypertension (Doyle and Smirk 
1954, Locket 1955). Reserpine is known to have some 
sedative or tranquillising effect (Kline 1954), and the 
possibility has not been excluded that the hypotensive 
effect may be due to sedation (Tuchman et al. 1954). 
For this reason a smali controlled trial was made to 
compare the effects of reserpine and phenobarbitone on 
blood-pressure. > 
Methods 

The patients submitted to the trial were 3 men and 8 
women, aged 35—62, all of whom were considered to have 
essential hypertension on the basis of clinical, radiologi- 
cal, and bacteriological findings; 7 received reserpine 
(‘ Serpasil’), phenobarbitone, and control tablets, and 5 
received only reserpine and control tablets. The dosage 
of reserpine was 0-5 mg. thrice daily, and that of pheno- 
barbitone gr. ?/, thrice daily ; these dosages were thought 
to be roughly equivalent in sedative effect. The drugs and 
control tablets appeared identical, so that neither the 
patient nor the examiner knew which tablet was being 


* Now in the department of the medicine, 


Radcliffe Infirmary, Oxford. 


regius professor of 


BLOOD-PRESSURES UNDER TREATMENT 
AND WITH 
STANDING 


WITH PHENOBARBITONE 
RESERPINE (ALL MEASURED WITH PATIENTS IN 
POSITION) 


Fall in mean 
blood-pressure 
on 
phenobarbitone 
(mm. Hg) 


Fall in mean 

blood-pressure 

on reserpine 
(mm. Hg) 


Control 
blood-pressure 
(mm. Hg) 


Case no. 


1 173-3 +3-6 6-3 9-7 
96-3 + 2-6 1-2 + 9-1 
2 177-6 +8-5 —6°7 23-7 
119-3 24:3 6-0 +16°3 
3 213-3 +4-9 10-0 +16°6 
L193 20°38 20 +11-0 
4 180-8 + 5-0 —~8-2 +23-0 
108°3 +2°5 —3°5 15°5 
5 198-3 46-5 + 5-5 2-1 
126°2 + 2-4 +17°0 +16-2 
6 232-0 43-1 19-0 +37 
1z3-0 1-0 +3-u 21-0 
7 177-0 +97 11-7 5-0 
109-5 0 +3°3 L1-l 
Mean ad +2-52 +4-2 16:73 +46 
+1°8+3°2 +14°31 44°56 
8 171-0 +4-1 19-2 
108-3 22-0 +196 
9 167°-5+3°-1 o* 24-5 
lus-2i2°2 + 21-2 
10 198-7 +2-2 20-4 
120-0427 14-0 
ll 194°0 +3-°3 27-5 
113-62+3°7 21:1 
Over-all wa e% 19-0 +3-1 
mean 16-0+1-3 
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THE ORIGINAL 
taken, and the order of taking the drugs was randomised. 
Each patient was treated for twelve weeks with each 
tablet and attended once weekly, at the same time of 
day each time. Blood-pressures were measured by the 
same person using the same sphygmomanometer each 
time. Blood-pressures were measured in the lying, sitting, 
and standing positions at each attendance. 

When the results became available, it was evident that 
there was a considerable delay between the administration 
of reserpine and its effect on blood-pressure, sometimes 
amounting to four or five weeks. For this reason the 
readings during the first six weeks of each trial period 
were ignered, and only measurements in a ‘‘ steady 
state’’ during the second six weeks were used as a basis 
for comparison. 

Results 

Blood-pressure.—For each patient the mean blood- 
pressure was calculated, with its standard error, for the 
last six weeks of each period in the standing, sitting, and 
lying positions. The mean pressures during the control 
period and the mean fall in blood-pressure in the standing 
position during the second six weeks of treatment with 
reserpine and phenobarbitone are shown in the accom- 
panying table, from which it is evident that phenobarbi- 
tone produced a fall of blood-pressure in only 3 of the 
patients who received it, and over the whole group it had 
no significant effect on the blood-pressure, the mean fall 
25+ 4 

3 


being mm. Hg. Reserpine produced a fall of 


blood-pressure in all the patients, and its effect was highly 
16-7 + 4-6 a 

- mm. Hg. The 

14-34 1-5 : 

effects on blood-pressure in the sitting and lying positions 

were similar in every respect. In the sitting position the 

average falls of blood-pressure due to phenobarbitone and 


significant: the mean fall was 


, 3:8 19-8 4-6 
reserpine were 7 36 and isd 1-9 mm. Hg respec- 
tively. Similarly, the falls of blood-pressure in the lying 

ba 11-8 + 4-6 23-2 + 6-2 
position were ~~ 55 and i477 2 20 mm. Hg respec- 


tively. 

Weight Changes.—The weight changes varied; and, 
though there was usually a weight gain on treatment with 
reserpine, this gain often persisted subsequently for more 
than twelve weeks. On average, during the twelve weeks 
on phenobarbitone treatment there was no weight change, 
on control tablets a loss of ?/, lb., and on reserpine a gain 
of 5-1 Ib. 

Side-effects.— 3 of the patients complained of nasal 
blocking during treatment with reserpine, but no other 
symptoms were observed. There was no subjective 
history of depression and no objective evidence of mental 
retardation. 

Discussion 

The blood-pressure was relatively stable in each 
patient, as shown by the small standard error of the 
means during each period. This may have been due to 
the fact that the patients were attending regularly for 
some time before the period which was used for calcula- 
tion, so that they became accustomed to the procedure. 

Reserpine produced a significant (p<0-05) fall of 
diastolic blood-pressure in each of the 7 patients treated 
with reserpine and phenobarbitone, and a siguilicant fall 
in systolic pressure in 5 of them. 

Phenobarbitone caused a significant fall in systolic 
pressure in 3 patients and a significant fall in diastolic 
pressure in 2. Although the bloud-pressure rose in 3 
patients treated with phenobarbitone, none of these rises 
was significant. 

It is clear that phenobarbitone gr. !/, thrice daily has 
little or no beneficial effect on blood-pressure. Reserpine 
0-5 mg. thrice daily invariably, and usually significantly, 
lowered the blood-pressure. The absence of any postural 
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effect of reserpine on blood-pressure suggests that 
the mechanism controlling normal blood-pressure was 
unaffected. 

Summary 

The effects of phenobarbitone and reserpine on blood- 
pressure were compared in a small controlled trial in 7 
patients with essential hypertension. 

Phenobarbitone gr. 1/, thrice daily had no significant 
effect on blood-pressure. Reserpine 0-5 mg. thrice daily 
produced a significant fall of biood-pressure in all: 7 
patients. 

There was no postural fall of blood-pressure in patients 
treated with phenobarbitone or with reserpine, 

We are grateful to Dr. C. D. Falconer, medical adviser to 
Ciba Laboratories, for supplying us with the tablets used in 
this trial. 

REFERENCES 
Doyle, A. E., Smirk, F. H. (1954) Lancet, i, 1096. 
Kline, N. 8. (1954) Ann. N. Y. Acad. Sci. 59, 107. 
Locket, 8. (1955) Brit. med. J. i, 809. 
Tuchman, H., Sletten, I. W., Crumpton, C. W. (1954) Amer. Heart J. 
48, 449. 


POLYNEURITIS AS A CAUSE OF 
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FORMERLY RESIDENT OFFICER, NEUROLOGICAL AND NEURO- 
SURGICAL DEPARTMENTS, THE HOSPITAL FOR SICK CHILDREN, 
GREAT ORMOND STREET, LONDON 
AMYOTONIA congenita appears in infancy and is 


characterised by muscular weakness, hypotonia, los: or 
depression of reflexes, and contractures. 

This clinical picture may be produced by various 
diseases, but in the majority—about 80% in Walton’s 
(1956) series—it is due to some form of spinal atrophy 
or myopathy. Walton lists thirteen causes of the syn- 
drome, and Brandt (1950) and Tizard (1954) add many 
general diseases which may be associated with muscular 
hypotonia in infancy. 

In published accounts it is repeatedly stated that 
partial or even complete recovery is possible from amyo- 
tonia congenita ; but the possibility of recovery from the 
pathological processes postulated in these conditions has 
never been adequately explained. All of Walton’s (1956) 
cases which improved were classed as benign congenital 
hypotonia (benign congenital myopathy), which he does 
not regard as a “true myopathy.’ Nattrass (1954) 
concluded that, of his patients who recovered from 


myopathy, the majority had polymyositis and the 
remainder benign congenital myopathy. 
We report »ere three cases in which children with 


amyotonia conenita improved and were shown to be 
suffering from polyneuritis. 


Case-reports 

‘ST CASE 
A boy, aged 7'/, years, was admitted to the Hospital for 
Sick Children, Great Ormond Street, on June 5, 1956, under 
the care of Dr. Paul Sandifer with a history of inability to 
stand and walk alone. He was born of a normal family with 
no history of nervous or mental illness or of consanguinity. 
Pregnancy and labour were normal, but he was cyanosed at 
birth. Foetal movements were reported to have been vigorous. 
From 2 days after birth he appeared to be normal and he is 
said to have developed normally until the age of 2 months, 
when he had an attack of gastro-enteritis, which lasted 3 
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Fig. '—Case |: transverse section of tibialis anterior muscle showing 
abnormal variation in thickness of muscie-fibres and prominence of 
subsarcolemmal nuclei. (Hamatoxylin and van Gieson. x 154.) 


weeks. 
as regards gain in weight and mental function. He 
acquired full control of his sphincters at the age of 31/,. 

After the gastro-enteritis his spontaneous movements, par- 
ticularly of his legs, were very slow to return and he was 
unduly limp. Noticeable improvement was not observed until 
15 months later, when he began to hold a rattle, to feed 
himself, and to sit with support. A year later, at the age of 
2!/,, he could pull himself to his feet, and at the age of 4 he 
began to walk, holding on to furniture. 

In the subsequent 3 years he learnt to write, to use his hands 
with considerable dexterity, and to stand unsteadily for s few 
seconds without support. He never could raise his head when 
lying supine although he controlled it fairly well when erect. 

Apart from a thoracic scoliosis noticed at the age of 2'/, 
years there were no other symptoms referable to his nervous 
or other systems. He had been seen several times at Great 
Ormond Street and elsewhere since he was 2'/, years old and 
was regarded as having amyotonia congenita. 


After this illness he continued to develop normally 


had 


Examination 

His mental state and speech were normal. He walked only 
with support, on a wide base, with considerable ataxia and 
could stand alone unsteadily. Romberg’s sign was positive. 

He had slight asymmetry of the skull and moderate dorsal 
kyphoscoliosis, convex to the right. He could not raise his 
head from the pillow. 

His cranial nerves were normal except for a fine nystagmus 
on full lateral gaze and weakness of his orbicularis oris muscle. 
His sternomastoid and trapezius muscles were thin and weak. 
His skeletal musculature was small, but there was no obvious 
wasting. His limbs were hypotonic, and power was generally 
diminished in both arms and legs, more so distally and more 
so in the legs. His trunk musculature was likewise weak. 
Movement of his limbs was ataxic, equally so on both sides. 
All his tendon-reflexes were absent. His abdominal reflexes 
were present and equal, and plantar responses flexor. No 
sensory abnormality was discovered. 

He was slightly underweight (40! , 
abnormality was found. 


Ib.), but no other 


Investigations 

His blood-count, blood-calcium, blood-phosphorus, and 
blood-alkaline phosphatase were normal. His urine was 
normal. A radiograph of his skull was normal apart from slight 
brachycephaly and slight asymmetry. Radiographs of his 
spine were normal except for dorsal scoliosis. His intelligence 
quotient was 100. A sweating-test was normal. 

His cerebrospinal fluid (c.s.F.) was examined twice, at an 
interval of 3 months. On each occasion the pressure and 


dynamics were normal. The protein content was 200 mg. per 
100 ml. on the first occasion and 100 mg. per 100 ml. on the 
An air encephalogram was normal. 


second. 
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Fig. 2—Case | : transverse section of muscle and nerve bundle showing 
decreased ber of myelinated fibres. (Haematoxylin and van 
Gieson. 360.) a 





Electromyography (Dr. A. T. Richardson) of his tibialis 
anterior muscles: ‘* Occasional fibrillation potentials, and, on 
volition, a reduced number of motor unit potentials, many oi 
high amplitude and long duration.” 

Biopsy of tibialis anterior muscle (Dr. W. Blackwood) : 
‘“There is abundant muscle tissue, although the fibres vary 
in calibre (not grossly) and the subsarcolemmal nuclei are 
prominent. The nerve bundles contain only a few nerve- 
fibres (methylene-blue) and few myelinated fibres (paraffin). 
In sections stained with methylene-blue a few fibres going 
to nerve-endings were seen. One of them shortly before 
the nerve-ending gave off an ultraterminal branch such 
as is seen after reinnervation. The appearances suggest 
(1) a long-standing denervation with branching of residual 
nerve-fibres to innervate muscle-fibres other than those orig- 
inally supplied ; and (2) a partial sensory denervation of the 
muscle, because the degree of apparent loss of myelinated 
nerves from the nerve bundles seems proportionately much 
greater than the number of denervated muscle-fibres ”’ 
(figs. 1 and 2). 

The detailed history of this patient revealed a relatively 
rapid onset of the motor disability and slow recovery. The 
clinical and laboratory findings were typical of poly- 
neuritis, and the diagnosis was confirmed histologically 
by denervation atrophy with reinnervation of muscle 
and lesions of both motor and sensory fibres. The only 
e.-uivocal finding was the fine nystagmus on full lateral 
gaze. Perhaps this was the consequence of a slight residual 
weakness of the external ocular muscles, but possibly 
it was due to anoxic damage sustained at birth. 

SECOND CASE 

A boy, aged 4 years, was admitted to the National Hospital, 
Queen Square, under the care of Dr. Macdonald Critchley on 
July 20, 1955, with a history of weakness of the limbs since 
infancy and disordered pronunciation since he began to speak 
at the age of 1 year. 

He was adopted at the age of 3 weeks. No family history 
and no history of pregnancy and delivery were available. He 
had had pneumonia at 15 months and otitis media at 2 years. 
From both these illnesses he recovered completely. Nothing 
abnormal was noticed in the first few months save that he 
frequently vomited after his feeds. This symptom ceased 
after he was weaned at 6 months. 

The onset of his motor disability is difficult to date, but 
when he was 6 months his foster-parents first began to concern 
themselves at his not sitting up and at his lack of movement. 
It was not until he was 18 months old that he made much 
use of his limbs ; at this time he began to crawl and to stand 
with support. Not until he was 3 years old did he use his hands 
freely to manipulate his toys. In the few months before his 
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admission he had learnt to feed himself and could walk about 
50 yards alone. Since he first began to speak he had a lisp 
and found particular difficulty in pronouncing L, F, V, and 8. 
His foster-parents reported that there had been steady 
improvement in his movements since the age of 3 years. By 
direct questioning it was elicited that, whereas he had always 
been remarkable for the insensitive soles of his feet, they had 
in the last few months become ticklish. No other symptoms 
were elicited. 

Examination 

He was normally developed, codperative, and very intelli- 
gent. He had a “ lalling’’ type of dysarthria and tended to 
omit L and F. He could stand and walk unsupported, but his 
stance was unstéady, and Romberg’s sign was positive. His 
gait was broad-based and ataxic, and he had a waddling 
appearance due to an exaggerated lumbar lordosis. His 
cranial nerves were normal. 

He was plump, and obvious wasting was present only in 
the small muscles of his hands. He had generalised hypotonia 
with moderate hyperextensibility of all the joints of his limbs. 
All his skeletal muscles were weak, more so distally. There 
was moderate ataxia in all his movements. All his tendon- 
reflexes were absent ; his abdominal reflexes were present and 
plantar responses flexor. He had defective joint-position sense 
in his halluces and defective two-point discrimination on his 
soles but no abnormality elsewhere. General examination was 
normal. 

Investigations 

His blood-count and urine were normal. His erythrocyte- 
sedimentation rate (Westergren) was 9 mm. in 1 hour. Hisc.s.¥F. 
was under normal pressure, and there was no block. It con- 
tained 180 mg. of protein per 100 ml. but was otherwise normal. 

No definite abnormality was found on electromyography 
of his quadriceps and tibialis anterior muscles. Biopsy of 
the lumbar paravertebral muscles was normal. 

The history is of delay in the acquisition of movement, 
first causing concern at the age of 6 months, with subse- 
quent improvement and without other symptoms. The 
widespread symmetrical muscular weakness and wasting, 
worse distally, absent tendon-reflexes, ataxia, and unequi- 
vocal sensory changes associated with a raised level of 
protein in the c.s.F., and the history of obvious improve- 
ment strongly suggest polyneuritis. 

THIRD CAS® 

A girl, aged 5'/, years, was admitted to the Hospital for Sick 
Children under the care of Dr. Paul Sandifer on May 4, 1956, 
with a history of delay in walking. 

She came of a healthy family with no consanguinity and no 
history of any nervous or other disease. The whole family, 
including the patient, had lived in Singapore for three years 
before admission. Pregnancy had been normal and fetal 





Fig. 3—Case 3: transverse section of tibialis anterior muscle showing 
abnormal variation in thickness of muscle-fibres and prominence of 
subsarcolemma! nuclei. (Hamatoxylin and eosin. 154.) 
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movements vigorous. Delivery was at full term and labour 
was normal. The milestones were passed at the normal ages 
up to the age of 6 months. She was noticed at the age of 10 
months stil! to be unsteady when she sat up. She could not 
stand until she was 18 months of age and could not walk 
until she was 3. She had full control of her sphincters at the 
age of 2 and was speaking in sentences at the age of 2"/,. 

From the age of 3 her walking very slowly improved. She 
was always unsteady on her legs, had a rolling gait, and 
readily subsided to the floor. At 5 she could walk about 20 
yards by herself, and her usual means of progression was on 
a tricycle. Her parents had noticed no disorders in the use 
of her hands or arms. 

On the voyage to England from Singapore her instability 
on her feet led her parents to carry her everywhere, and at 
the end of the voyage she was walking very much worse 
than before. There had been no disturbance of her general 
health, nor had she complained of any symptoms during this 
time. There had been no loss of dexterity. 

This setback was largely overcome by energetic physio- 
therapy in 2 weeks in hospital. No other symptoms were 
elicited. 


Examination ' 

She was of normal mentality and development, and on 
admission she said she could not stand and did not do so. 
Her cranial nerves were normal. She had no wasting of her 
arms, which were hypotonic. There was slight weakness of 
the shoulder girdle and of finger movements. She had mild 
ataxia on carrying out the finger-nose-finger test. There was 
weakness of flexion and of extension of the trunk. The muscles 
below the knee and the intrinsic muscles of the feet on both 
sides were slightly wasted and the tendo Achillis slightly 
shortened. She had moderately severe weakness of both legs 
and could not dorsiflex or evert her feet. All her tendon- 
reflexes and abdominal reflexes were absent and plantar 
responses flexor. She made errors in the examination of joint- 
position sense in the fingers and toes and in two-point dis- 
crimination over the fingers. General examination revealed no 
abnormality. 


Investigations 

Her blood-count and urine were normal. A _ pyruvate- 
tolerance test was normal. Radiographs of her skull, spine, 
and feet were normal. Her intelligence quotient was 117. A 
sweating-test was normal. Elicitation of the triple response 
showed the flare to be absent over the wrists, hands, lower legs, 
and feet but present elsewhere. Her c.s.F. was examined twice 
at an interval of 3 months. The pressure, dynamics, and com- 
position were normal except for a protein content of 100 mg. 
per 10Q ml. on each occasion. 

Electromyography of the tibialis anterior muscles (Dr. 
A. T. Richardson): ‘‘ Fibrillation potentials at rest. On 
volition there was a reduced interference pattern of motor 
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Fig. 4—Case 3: transverse section of nerve bundle showing decreased 
number of myelinated fibres (dark patches are artefacts). (Best’s 
carmine. 360.) 
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unit potentials of 5-10 m.sec. Occasional large polyphasic 
potentials were seen.”’ 

Biopsy of the left tibialis anterior muscle (Dr. W. Blackwood): 
“* The muscle fibres show considerable variation in calibre and 
many groups of slender hypernucleated fibres. The nerve 
bundles are poorly myelinated. The appearances are those of 
denervation ”’ (figs. U and 4). 

Follow-up 

3 months later, during which time her Achilles tendons 
had been lengthened and she had received much physiotherapy, 
there was no significant change in the physical signs, but she 
could stand and walk with support and had become more 
mobile. 

The history is of delay in the acquisition of movement, 
first noticed in the second 6 months of life, with subse- 
quent slow improvement in a child who was otherwise 
normal. 

The evidence that she had polyneuritis is the clinical 
picture of widespread symmetrical paresix, worst 
distally and in the legs, muscle wasting, absent reflexes, 
mild sensory disturbance in the extremities, a d absent 
flare in the triple response elicited in the extiemities, 
with a raised cC.s.F. protein, and electromyogram and 
biopsy characteristic of denervation. 

The setback on the voyage back from Singapore to 
England we attribute to the interruption of physio- 
therapy rather than to a relapse of polyneuritis, because 
the symptoms were confined to the legs, sparing the trunk 
and arms, were not associated with any constitutional or 
other disturbance, and were rapidly relieved by physio- 
therapy. 

Discussion 

The diagnosis of polyneuritis in these cases rests upon 
the clinical and laboratory evidence. The history of the 
onset of the illness in each case is that the parents noticed 
a delay in the acquisition of movement without retarda- 
tion of development in any other direction. In 
detailed questioning established that the onset of the 


case | 


illness followed an attack of gastro-enteritis, but no 
such information was elicited in the two other eases. 
The course of the illness in all three cases was slow 


improvement. The clinical picture was of widespread 
symmetrical lower-motor-neurone paresis, worse in the 
legs than in the arms and more severe distally than 
proximally. Associated with this were loss of the tendon- 
reflexes and, in two cases, mild but unequivocal sensory 
disturbance in the digits. There was no muscular tender- 
ness. In all three cases the C.s.F. was under normal 
pressure, there was no suggestion of a block, and the 
protein content was raised. Denervation of muscle was 
shown by electromyography and by biopsy in cases 1 
and 3, and damage to the peripheral sensory system by 
biopsy in case | and by absence of the flare from the triple 
response in case 3, All three patients were of or above 
average intelligence. There was no sign of damage to the 
central nervous system. No case showed disturbance of 
the sphincters or of general health ; nor was there any 
skeletal or other disorder. 

All these patients conformed to the clinical criteria of 
amyotonia congenita. All had been seen from time to 
time since the onset of their illness by competent physi- 
cians, and had been given the usual discouraging 
prognosis. This, in two cases, had led to reluctance on 
the part ef the local authorities to invest their limited 
resources of physiotherapy and education in such 
unpromising material. Considerable correspondence 
was needed before the patients could benefit from 
these facilities. The lamentable effects of neglect of 
physiotherapy are shown in case 3, who almost entirely 
lost the ability to walk as a result of being taken off her 
legs for 3'!/, weeks. The importance of recognising this 


group of cases needs no further emphasis. 

The diagnosis of polyneuritis in these cases had not 
been seriously considered, because the clinical picture 
did not conform to that of acute polyneuritis in infaney 
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(Casamajor and Alpert 1941, Andersen 1947, Brandt 1950), 
they were too young for a reliable sensory examination, 
the c.s.F. had not been examined, and polyneuritis 
as a cause of amyotonia congenita is conspicuously 
rare in the literature. 

Ford’s textbook (1952) and the review by Adams et al. 
(1953) mention the possibility that amyotonia congenita 
is sometimes due to unrecognised polyneuritis, but they 
do not cite such a patient. Sobel (1926), Brandt (1950), 
and Tizard (1954) mention polyneuritis as a possible 
cause to be borne in mind. Bernhardt (1907) discussed 
two such cases and Leclere (1907) another in which poly- 
neuritis was the most likely diagnosis. Leclere’s case was 
not unlike case | in that the symptoms were first noticed 
after bronchopneumonia at the age of 7 weeks and slow 
but steady recovery ensued. 

As many who have written on this topic point out, to 
establish an etiological or pathological diagnosis in a case 
of amyotonia congenita there is need for repeated and 
meticulous examinations. In spite of the common 
difficulty in differentiating between symptoms suddenly 
noticed and symptoms suddenly appearing, the retro- 
spective history, as in case 1, in Leclere’s (1907) case, 
and in some of Nattrass’s (1954) cases may suggest an 
onset too rapid for a myopathy or for a ‘*‘ spinal atrophy.” 
Later in the course of the illness the history of improve- 
ment is likewise a useful pointer. 

The main features of the paresis are its widespread 
distribution at an early stage and the presence of a degree 
of ataxia unusual in a myopathy of comparable severity. 
We were fortunate in that our patients were old enough 
to be good sensory witnesses. In the absence of this aid 
to diagnosis the triple response is the simplest test of the 
integrity of the peripheral sensory system. 

The most important single investigation is the exami- 
nation of the c.s.F. A raised protein level is an important 
finding with which to support the diagnosis. The per- 
sistence of the increase of protein in the c.s.F for long 
periods after acute polyneuritis is well known, but the 
length of time in the present cases is remarkable. 

Electromyography and muscle biopsy usually establish 
the presence of denervation atrophy, and occasionally 
biopsy provides evidence of damage to sensory nerves. 

Such procedures distinguish this small group of cases 
from the various types of spinal atrophy, myopathy, and 
myositis. At a later stage in the illness chronic familial 
polyneuritis, and perhaps Friedreich’s ataxia, have to be 
dist.nguished. In the cases we have reported above, 
the main points are the early onset, the improvement, the 
early involvement of the trunk musculature, and the 
raised level of protein in the C.s.F. 

As regards pathology and etiology we have no observa- 
tions to contribute beyond those already mentioned. 

The treatment of these patients is that of any poly- 
neuritis—maintenance of the general health, the preven- 
tion and treatment of intercurrent illness, the prevention 
or correction of deformity, and training in movement. 
Physiotherapy must be skilful and regular. 

The possibility that polyneuritis may closely mimic the 
clinical picture of the more usual causes of amyotonia 
congenita lends added support to the views expressed 
by other workers that this term should be discarded or 
confined to descriptive use in much the same way as 
the terms anawmia and glycosuria are used. In particular 
it should be emphasised that this name implies no 
defined pathological process and indicates no definite 
prognosis. 

Summary 

The history of the syndrome called amyotonia con- 
genita is briefly outlined, and the fact that improvement 
is possible is emphasised. 

Three cases of amyotonia congenita are reported and 
shown to have been due to polyneuritis. 








ta 
4 











’ ORIGINAL 


THE LANCET] 


The diagnosis of such cases is discussed, and the 
importance of examining the cerebrospinal fluid is 
emphasised. 

Electromyography and muscle biopsy will usually 
reveal denervation, and the elicitation of the triple res- 
ponse is suggested as a part of the sensory examination 
in such cases. 

It is important that physiotherapy be regular and 
skilled. 
ts The etiological diagnosis of amyotonia congenita is 
briefly discussed, and the limitations of the term are 
explained. 

We wish to thank Dr. Paul Sandifer and Dr. Macdonald 
Critchley for their encouragement and advice, Dr. W. Black- 
wood for his helpful interest, Dr. A. T. Kichardson for the 
electromyograms, and Mr. J. A. Mills for the photomicrographs. 


REFERENCES 


Adams, R. D., Denny-Brown, D. E., Pearson, C. M. (1953) Diseases 
of Muscle. New York. 

Andersen, B. (1947) Nord. Med. 36, 2429. 

Bernhardt, M. (1907) Neurol. Zbi. 26, 2. 

Brandt, S. (1950) Werdnig-Hoffmann’s Infantile Progressive 
Muscular Atrophy. Copenhagen. 

Casamajor, L., Alpert, G. R. (1941) Amer. J. Dis. Child, 61, 99. 

Ford, F. R. (1952) Diseases of the Nervous System in Infancy, 
Childhood and Adolescence. . 3rd ed., - ‘oreo ld, Ill. 

Leclerc, G. (1907) Gaz. Hép., Paris, 80, 1683 

Nattrass, F. J. (1954) Brain, 77, 549. 

Sobel, J. (1926) Med. J. Rec. 124, f 

Tizard, J. P. M. (1954) In Gais ford, “We. Lightwood, R. Peediatrics 
for the Practitioner. London ; chapter 86. 

Walton, J. N. (1956) Laneet, i, 1023. 


INCIDENCE OF COMPLICATIONS AMONG 
ELDERLY HOSPITAL PATIENTS 


M. Rane 
M.B. Lond. 


HOUSE-PHYSICIAN, GERIATRIC UNIT, 
UNIVERSITY COLLEGE HOSPITAL, LONDON 


How do old people fare in hospital ? Little has been 
written about this, compared to the numerous accounts 
of the hazards facing an infant in a large hospital nursery 
or a soldier in a small dormitory. Yet, the number of old 
people in this country is increasing ; and more and more 
beds instead of being for the chronic sick, are being 
turned over to acute geriatric units, where the emphasis 
is on treatment rather than long-term care. The average 
length of stay of most of the patients in our unit is only 
a little longer than in the general medical wards.! This 
change in the use of beds raises its own problems. 

Are old people less able to bear hospital discipline and 
procedures than the young and middle-aged ? Are they 
more liable to develop complications than younger 
patients ? What complications occur in hospital and 
what proportion of patients are affected ? Is it wise to 


1. Amulree (Lord), Arnold P., Polak, A. Lancet, 1952, ii, 191. 
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DURATION OF STAY (days) 
Duration of stay of 82 patients discharged during twelve-week 
survey. 4 of the 82 are not shown in this abridged chart. They 
were discharged at 240 days and (by deaths) at 259, 437, and 529 days. 
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TABLE I-—ANALYSIS OF COMPLICATIONS 


-- Male Female Fatal Delay ing Total 


Chest infections P p 8 5 5 2 13 
Urinary infections .. ans 1 5 - hs 6 
Eve infections ‘ 4 l 3 

Upper ~paaeeel -tract 
infections. . ‘ . 2 1 3 
Carbuncle .. aa - ~~ 1 ‘ ee 1 
Confusion .. ‘" v= 1 6 ‘3 1 7 

Falls: 

Fractured femur - on 1 én 1 1 
Fracturedribs .. -s 1 =e 2 1 1 
Cut temple ‘ - 1 - ° 1 
Effusion on knee “* - 1 1 
Facial bruise : 1 1 
Bedsores 3 ) 2 38 
Superficial burn 2 ‘ 2 
Comenctuves 1 1 2 
Calliper ulcer 1 . ° 1 1 
Incontinence 1 ‘ ‘ 1 
submandibular sialadenitis l ie - 1 
Cerebral thrombosis sw 2 os 2 
Coronary thrombosis 1 1 1 
Pulmonary embolism 1 1 1 
Gdema of tongue ‘< 2 1 1 
Ammoniacal dermatitis .. l is 1 

Surgical emphysema (from 
bedsore) 4 i és _ 1 1 
Tot al =e oo | Be 33 7 8 60 


admit old people for a while, so as to give their relatives 
a rest? Should an acutely ill patient always go to 
hospital where there is round-the-clock nursing and 
medical care, or should he be nursed at home ? 

In an attempt to answer some of these questions, a 
survey was made of the complications arising in patients 
in our unit during twelve weeks from July to October. 

Observations 

The unit has two wards, one male and one female, each 
with 30 beds. All conditions arising during the survey, 
which had been absent on admission and which were not 
clearly related to the patients’ original disease, were 
classed as complications. Control series were obtained 
from general acute medical wards and a geriatric half-way 
house. 

Geriatric Admissions 

During the period of the survey there were 86 admis- 
sions and 82 discharges. The length of time the patients 
had been in hospital on death or discharge is shown in 


TABLE II—INCIDENCE OF SERIAL COMPLICATIONS 


No. of patients 
No. of complications 





Male Female Total 
l 12 (63%) 7 (80%) 33 (73%) 
2 6 9 
3 1 3 3 
Inc side nee of serial 
complications 7 (387%) 5 (20%) 12 (27%) 


Percentages in parentheses equa] incidence in each group. 


the chart. 45 patients developed complications (table 1) 
—12 of whom de sveloped more than 1 complication 
(table 11). 

4 men and 2 women were admitted to give their 
relatives a rest from home nursing. They all developed 
complications. 

Controls 

At the half-way house attached to the hospital 26 old 
people live. The average length of stay here is measured 
in years, not weeks. During thirteen weeks the following 
complications occurred : 


Cumplications Male Female Total 

Acute broncliitis .. s ee 2 1 3 
Bronchopneumonia - o* oa 5° 1 
Effusion on knee . 7 Be - 1 
Acute intestinal obstruction on b:% 1* 1 
Extensive bruise — an a? J 
Scrotal cellulitis .. oe ia 3° 1 

4 4 8 


* Patient admitted to hospital. 








402 THE LANCET] ORIGINAL 
In one general acute medical ward 30 beds were 
observed for twenty-two weeks. Approximately half 


were for men and half for women. Patients of all ages 
are admitted, but the average age is about 58. The 
average stay is 34 days. Among the 136 patients observed, 
the following complications occurred : 


Acute bronchitis 
Pulmonary embolism (1 death) . 


Confusion .. 2 
Hrematemesis 1 
Fracture dislocation of head of humerus 1 
Blepharitis 1 
Conjunctivitis l 
Carbuncle 1 
Otitis externa 1 
Diabetic hy poglycremic attacks. l 

15 


Interpretation 


As the duration of the survey is only slightly longer 
than the average length of stay in the geriatric unit (78 
days) the incidence of complications cannot be related 
directly to admissions. During the twelve-week survey 
on 60 beds, 60 complications were observed, so that 1 
complication occurred in each bed in twelve weeks. This 
period may be called the complication interval. But beds 
were vacant from time to time. Allowing for this the 
complication interval = 

Number of patients x days in hospital (4758) 


~ . . . 79 days. 
Number of complications (60) 


The complication interval in the general medical wards 
was 298 days, and for cases in a half-way house it was 
282 days. 

The prospect of a patient developing a complication 
may be calculated indirectly. The average duration of 
stay of geriatric patients was 72 days—very close to the 


complication interval (79 days). In consequence during 
pa A 

ia 

—- X 160 

79 

In the survey 


the stay of 100 patients 91 complications 


would be expected. 45 patients developed 


60 complications between them; so the number of 
patients required to develop 91 complications is 
45 , 
91 x ,.!= 68 patients. 
60 


From this it appears that 68% of patients admitted 
to our geriatric unit develop complications. Worked 
out on the same basis, the incidence of complications for 
general medical admissions is just over 11% 

Among the patients in the geriatric unit during the 
survey there were 30 deaths, of which 7 (23%) were due 
to complications. The fatal complication interval may 
be calculated on the same principle as the simple 
complication interval : 

Number of patients x days in hospital — 


7; ore 680 days. 
Number of fatal complications y 


The percentage of patients developing fatal complications 
was 11%. Thus in a geriatric unit of 80 beds 1 complica- 
tion may be expected every day and 3 deaths from 
complications each month. 


Discussion 


It is calculated that 2 out of 3 patients admitted 
to a geriatric unit develop 1 or more complications and 
that 1 patient in 10 dies of a condition acquired in 
hospital. 

The complication interval is roughly four times shorter 
in an acute geriatric unit than in either a half-way house 
or an acute medical ward. In each geriatric bed 1 
complication occurs on average every 11-3 weeks. 

Of the 67 women in the geriatric ward 26 (39%) 
developed complications, and of 74 men 19 (26%)—.e., 
women are affected more commonly than men in the 
ratio of 3:2. However the proportion of men that have 


a further complication is approximately twice as great 
(table 11). 
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Age, in patients over sixty-five, does not seem to 
affect the incidence of complications, for the average age 
of patients with and without complications was the same. 

Of 60 complications, 26 were due to infection, including 
13 chest infections of which 5 were fatal. The chest infec- 
tions were unlikely to be due to seasonal exacerbations 
of chronic bronchitis, for the survey was made between 
July and October. Four out of five urinary infections in 
women followed catheterisation. In these patients 
‘catheter fever’? and pyuria developed after urine 
(sterile on culture) had been withdrawn. This cannot be 
blamed entirely on the nurse’s technique, for the same 
nurses working in other hospital departments do not 
introduce infection. 

2 complications were due to falls or to confusion. 
These are classed together because I think that they are 
partly due to the same thing. Taking a slightly demented 
old person out of his own home and putting him in a large 
ward, expecting him to climb in and out of a hospital bed, 
subjecting him to a routine that is strange and at times 
alarming, and asking him to try to walk with few and 
unfamiliar hand-holds, puts a big strain on his ability to 
remain upright and sensible. 

The patients who were admitted to give their relatives 
a rest all developed complications. 

The survey is not large enough to show all the forms 
that complications take, nor the frequency of each. The 
interval between admission and the onset of complications 
varied greatly and did not appear to be significant. 


Summary 


It is calculated that two out of every three patients 
admitted to a geriatric unit develop conditions from 
which they were free on admission. In a general medical 
ward only one patient in ten develops complications. 

The complication interval (the time between complica- 
tions for any geriatric bed) was roughly eleven weeks— 
four times shorter than in either general medical wards 
or a half-way house. 

A quarter of all deaths in this unit were due to 
complications. 

Women were more commonly affected than men in the 
ratio of 3:2; but men more commonly had several 
complications. 

Nearly half the complications were due to infections. 

I thank Lord Amulree for his help and encouragement in 
writing this paper. 


LATENT H#MOLYSIS IN RHEUMATOID 
ARTHRITIS * 


C. McCrea 
M.D. Belf. 
HARROGATE OF HOSPITALS 


ASSISTANT GROUP 


Tue rate of red bleod-cell destruction is inereased in 
many diseases in which a hemolytic process is not the 
predominant factor—e.g., cirrhosis of the liver (Chaplin 
and Mollison 1953) and uremia (Emerson 1948, Chaplin 
and Mollison 1953). In some of these conditions a 
hemolytic state may be inferred from the results of 
routine laboratory tests. Latent hemolysis may be 
present in other conditions in which the serum-bilirubin 
level is within normal limits, and in which reticulocyte- 
counts are normal or only slightly increased. In such 
cases red-cell life-span must be measured directly to 
demonstrate a hemolytic mechanism. 

Mollison and Patterson (1949) transfused sensitised red 
cells to 2 patients with rheumatoid arthritis and found 
that in both cases the transfused cells were eliminated at 
an increased rate. The experiment was repeated using 
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* Based on a thesis for the degree of m.p. in the Queen’s 
University of Belfast. 
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unsensitised cells and in 1 case the transfused cells were 
eliminated in about fifty days. In 1 severe case of 
rheumatoid arthritis investigated by. Brown et al. (1944) 
transfused cells were not destroyed abnormally quickly. 
When the present investigation was started no further 
report on red-cell life-span in rheumatoid arthritis had 
appeared. Since that time. Bunim (1954), using cells 
tagged with radioactive chromium, and Freireich et al. 
(1954) and Alexander et al. (1956), using the Ashby 
technique, have reported that the life-span of normal 
red cells in the circulation of rheumatoid patients is 
diminished. 


Material and Methods 


In the present investigation the life-span of normal 
red cells in the circulation of 15 patients with anemia 
and rheumatoid arthritis was measured. The effect of 
intravenous iron therapy on the anaemia was studied in 
7 of the 15 cases. Marrow-iron examination, which is a 
means of distinguishing the iron-deficient from the non- 
iron-deficient patient (Hutchinson 1953), was carried out 
in each of the 7 cases before blood-transfusion or the 
administration of iron. The effect of intravenous iron 
therapy was studied over a test period of about a month, 
either before the start of or after the conclusion of the 
transfusion experiment in each case. About one gramme 
of an iron preparation for intravenous use (saccharated 
oxide of iron in colloidal solution, either ‘ Iviron’ or 
‘ Ferrivenin ’ containing 20 mg. colloidal iron per ml.) 
was administered in from six to ten injections over a 
period of eight to ten days. 

The 15 patients examined were inpatients at the 
Royal Bath and White Hart Hospitals, Harrogate. 13 
were classified as having ‘‘ very’”’ active disease; the 
remaining 2 had ‘‘ moderately’’ active disease. In 
classification the following factors were considered : the 
degree of joint pain and tenderness, the presence of 
general constitutional symptoms, and the erythrocyte- 
sedimentation rate (E.S.R.). 

Red-cell life-span was measured by Dacie and 
Mollison’s (1943) modification of Ashby’s technique. 
Anti-M sera in the form of powdered globulin (Lederle) 
were used for differential agglutination ““bert and 
Emerson 1946, Mollison 195la). Pe-transfusion 
(‘* blank ’’) counts with these sera varied from 3000 cells 
per c.mm. to 10,000 cells per c.mm. All recipients were 
of blood-group M or MN. The cells from 800-1200 ml. 
of blood from normal donors (group N) were transfused 
in each case either as whole blood or in the form of a 
concentrated red-cell suspension. The blood had been 
stored in acid-citrate-dextrose solution for six days or 
less in 12 cases, but in 3 instances was up to ten days old. 
Estimations of surviving transfused cells were made 
twenty-four to forty-eight hours after transfusion, again 
after a few days, and thereafter at convenient intervals. 
For the first post-transfusion estimation 4000 cells were 
counted, afterwards 2000 cells were counted until near 
the end of the follow-up period when cells were relatively 
scarce and 1000 cells were counted. 


Red-cell-survival Experiments 

The figures obtained for red-cell survival were plotted 
graphically against time. In the single case in which the 
number of transfused cells diminished steadily with time, 
the mean red-cell life-span was estimated by fitting a 
straight line to the points by inspection and noting the 
point at which the line cut the time axis. In the remaining 
cases, in which the slopes of elimination were curvilinear, 
the mean red-cell life-span was calculated by the simple 
method devised by Dornhorst (1951) and described by 
Mollison (1951b). The observed values for transfused 

120 


red cells were each multiplied by where t is the 


120 -t 
number of days after transfusion. These corrected values 
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TABLE I-—RED-CELL LIFE-SPAN ESTIMATIONS 
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1, 62|'>™M Mod 10-1 37 27 1-2 0-2 93 

2/56) F + + 90 | 34 26 2-8 0-4 60 

3/58) F + 93 34 27 1-8 0-2 30 

4|56/ F 9-0 33 27 1:3 0-2 61 

5158 | F 9-0 | 33 27 1-2 0-4 70 

6 55) F + | 10-2; 36 28 1:7 0-2 60 

7| 54|F +++ 10-2, 36 28 1-1 0-2 | 90 

8/42) F | +4+4 8:5 30 28 0-6 0-2 | 105 

9/48) F + +4 8-5 29 29 1-4 0-2 40 

10 | 17 F + + + 10-9 40 27 1-0 0-2 | 65 
11 | 38 | M Mod. 9-3 36 26 0-8 0-2 | 108 
12/68 F + + 8-8 29 30 1-5 0-5 54 
13 | 55 | F 11°5 38 30 35 0-9 28 
32 

14 | 38) F 10-1 27 1-1 0-3 70 
15 65 F t 11-5 39 30 1-2 0-2 98 


were then plotted graphically against time and the area 
under the curve was measured between 0 and 120 days. 
This area was then divided by the initial height to give 
the mean cell life. 


Other Tests 

Reticulocytes were counted, antiglobulin reactions 
were carried out, and cold-agglutination titres were 
measured using the methods described by Dacie (1950). 
Serum-bilirubin and fecal-urobilinogen estimations were 
made by the methods of King (1951). Red-cell osmotic 
fragility was determined by the technique of Creed (1938). 
Marrow punctures were performed in the manubrium or 
first or second parts of the body of the sternum under 
local anesthesia. Histological sections prepared from 
aspirated marrow fragments were stained for iron using 
the method described by Hutchinson (1953). With 
regard to iron content the marrows were roughly classified 
as showing ‘“‘ none,’”’ ‘‘a small amount,” ‘‘a moderate 
amount,” or ‘‘ a large amount ’”’ of stainable iron. 


Results 

The results are given in table 1. It is generally agreed 
that the normal life-span of the red cell is 100-120 days 
(Callender et al. 1945, 1947, Mollison 1947). 

In 5 of the 15 cases the red-cell life-span was ninety 
days or more. Of these patients, 2 (cases 7 and 8) showed 
distinct clinical improvement after transfusion. In 2 
further patients (cases 1 and 11) there was evidence of 
iron deficiency in that no stainable marrow iron was 
demonstrable in either case and 1 (case 11) responded to 
iroh therapy. In these 2 cases disease activity varied 
from moderate to slight. The remaining patient (case 15) 
had very active arthritis initially ; her condition improved 
somewhat after tra:isfusion, but the disease remained 
moderately active throughout the period of the trans- 
fusion experiment. 

The rate of red-cell destruction was increased in 10 
of the 15 cases examined. These 10 patients had very 
active arthritis. The rate of destruction varied from 
about two to four times normal. In case 13 the rate of 
destruction was measured twice and each time was found 
to be about four times normal. In this case the reticulo- 
cyte-count was 3-5% and the serum-bilirubin level was 
at the upper limit of normal. In the remaining patients, 
with 1 exception, the serum-bilirubin levels were within 
normal limits and reticulocytes were 2% or less. The 
exception was case 2, in which a reticulocyte-count of 
2-8% was found once. In 6 cases in which feeal uro- 
bilinogen was estimated no excess was found. Red-cell 
osmotic fragility was normal in 6 cases in which the 
test was carried out. 








404 THE LANCET] 
TrABLI If RESPONSE TO INTRAVENOUS IRON RELATED TO 
RED-CELL LIFE-SPAN 
Marrow Response Red-cell 
Case no Sex iron to iron life-span 
(amount) therapy * (days) 
l M None 93 
2 k Large 60 
7 k Mod. 30 
i F Large 61 
) K Small 70 
6 k Mod. 60 
] Kr Mod. 90 
* Increase in Hb level of 2 g. or more per 100 ml. 


The response to iron therapy is related to red-cell 
life-span in table 11. In assessing the effect of intravenous 
iron therapy, an increase in hemoglobin of 2 g. per 100 
ml. or more was arbitrarily taken as indicating a response 
In 5 patients (cases 2-6) stainable 
iron was demonstrated in the bone-marrow, there was 
no response to intravenous iron therapy, and red-cell 
life span was diminished. In the marrow con- 
tained iron, there was no response to iron therapy, but 
red-cell life-span was diminished little if at all. This 
patient had improved clinically after blood-transfusion. 
In case 1 iron dviucieney was a factor in the production of 
anzemia, as the absence of marrow iron and the response 
to iron therapy indicated ; disease activity varied from 
moderate to slight throughout the period of observation 
and red-cell life-span was only slightly reduced. 


(Coleman et al. 1955). 


case 7 


Deductions from Mean Red-cell Life-span 

In cases where the red-cell life-span was normal or only 
slightly reduced, the anzemia arose from inefficient hamo- 
globin production by the bone-marrow due to iron 
deficiency, marrow dysfunction, or a combination of these 
two factors. In some instances there was evidence of 
spontaneous improvement in anemia. 

In cuse 8, for example, the packed-cell volume before 
transfusion was 30%. A week after transfusion the packed- 
cell volume was 36%, eight weeks afterwards it was 40%, and 


about twelve weeks afterwards it was 37% 


In view of the obvious difficulties when marrow output 
is not steady throughout the period of observation, no 
attempt has been made to correlate life-span and marrow- 
red-cell output in these 5 cases. 

When mean red-cell life is reduced, the production of 
red cells need-d-to maintain a steady output is related 
to normal production by the expression : 

Normal life 


Observed mean red-cell life 


Observed red-cell count mean red-cell 


Normal red-cell count ' 
(Chaplin and Mollison 1953). For the purpose of this 
caleulation, the normal red-cell count was taken to be 
5,000,000 per c.mm. This figure is said to be a fair 
average, irrespective of sex (Whitby and Britton 1953). 

Thus marrow output was found to be about one and a 
third times to twice normal in 8 of the 10 cases. In the 
remaining 2 patients, red-cell output was calculated to be 
between three and four times the normal (table m1). In 
making these calculations, it was assumed that red-cell 
OUTPUT IN CASES WITH 
LIFE-SPAN 


RED-CELI 
RED-CELL 


CALCULATED 
A DIMINISHED 


TABLE Il 


Mean red-cell life-span Red-cell production 


Case no. 


(days) (ratio to normal) 
2 60 16:1 
; 30 3°5 : 1 
4 61 BS ¢ a 
) 70 1-3: 2 
6 60 oe? 3 
9 10 Oo: 1 
10 65 ay ee 
12 4 s@ 3 3 
13 (a) 28 

(b) 32 3°5 : 1 
14 70 15: 1 
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production was steady at the time when observations 
began (Chaplin and Mollison 1953). 

Although the red-cell output was found to be increased 
in all 10 cases, the red cells produced were deficient in 
hemoglobin as shown by lowering of the mean corpuscular 
hemoglobin concentration. 


Discussion 

Latent hemolysis, demonstrated by abnormally short 
survival-time of normal red cells, is a factor in the 
production of anzmia in certain cases of active arthritis. 
The results of the present study agree with those reported 
by Mollison and Patterson (1949), Freireich et al. (1954), 
and Alexander et al. (1956). Evidence that there is an 
intrinsic red-cell defect in rheumatoid patients is 
described by Bunim (1954), who found in a single case 
that red cells from a rheumatoid patient had an abnor- 
mally short life-span in the circulation of a normal 
individual. Freireich et al. (1954), however, reported 
that red cells from rheumatoid donors survived normally 
in normal subjects in the few cases which they studied. 
Alexander et al. (1956) state that red cells from rheuma- 
toid donors survive longer in rheumatoid recipients than 
do cells from healthy donors. They Suggest that this 
may be due to some special characteristic of the red 
cells from rheumatoid donors. Mollison (1956), however, 
points out that this longer survival-time of rheumatoid 
cells is not surprising as red cells taken from any patient 
with a hemolytic process are a selected population com- 
pared with red cells from a normal donor, and their 
survival is expected to be better. Alexander et al. 
further observed that the administration of corticotrophin 
in doses sufficient to control the clinical signs of the 
disease did not prolong the survival-time of normal red 
cells in rheumatoid patients. In the present study 
corticotrophin was not given to any patient, but red-cell 
life-span was reduced little, if at all, in patients in whom 
sustained clinical improvement took place after trans- 
fusion. 

An increased rate of red-cell destruction has been 
described in the active phase of rheumatic fever (Reinhold 
1954) and in nephritis (Chaplin and Mollison 1953). 
Hzemolysis in association with acute disseminated lupus 
erythematosis has been reported (Michael et al. 1951, 
Dubois 1952). Hemolytic anemia is a feature of throm- 
botic thrombocytopenic purpura (Muirhead et al. 1948, 
Dacie 1954a), and hemolysis in association with peri- 
arteritis nodosa has been described (Dameshek and 
Rosenthal 1951). These diseases have been included 
by one worker or another in the “ collagen disease’ 
group, but, although fibrinoid necrosis is common to 
them all, it is unlikely that they have a common etiology 
(Duthie 1954). 
Compensatory Eryt se8is 

The bone-marrow in uncomplicated hemolytic disease 
is capable of producing about six to seven times the 
normal amount of hemoglobin (Crosby and Akeroyd 
1952). In the present 10 cases in which hemolysis was 
shown, the calculated red-cell output was in most cases 
one and a third times to twice normal. Myeloid 
erythroid ratios, determined in 5 of these 10 cases, varied 
from 1-8: 1 to 4: 1, and sections prepared from aspirated 
marrow showed normal cellularity. Thus the bone- 
marrow response to hemolysis in these cases of arthritis 
was less than would be expected if marrow function were 
normal. Hmolysis in these cases of arthritis was 
associated with the production of red cells which were 
deficient in haemoglobin as shown by a low mean corpuscu- 
The exact nature of this 
is not 


lar hemoglobin concentration. 
defect in hemoglobin synthesis is unknown. It 


apparently due to lack of iron, as marrow iron stores 
were demonstrated and intravenous iron therapy failed 
to correct the deficiency in certain cases in the present 
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study (table 1). The diminished life-span with slight 
increase in marrow output in these cases is somewhat 
similar to the pattern of anzemia in hepatic cirrhosis 
(Chaplin and Mollison 1953). Freireich et al. (1954), 
using radioactive-tracer techniques, estimated that iron 
utilisation and red-cell production were normal in cases 
of rheumatoid arthritis in which the red-cell life-span was 
diminished. Bunim (1954) agrees that anzmia in rheuma- 
toid arthritis results, in certain cases at least, from 
increased blood destruction without adequate com- 
pensatory production. The results of the present study 
agree generally with the observations of Bunim (1954) 
and Freireich et al. (1954): 


Reticulocytes, Bile Pigment, Metabolism, &c. 

The laboratory tests which usually indicate the presence 
of hemolysis were negative in the present cases. Reticulo- 
cyte-counts greater than 2% were found in only 2 cases, 
serum-bilirubin levels were within normal limits in 
all 10 cases, and fecal-urobilinogen levels were not 
excessive in the 6 cases examined. The osmotic fragility 
of the red cells, measured by a routine laboratory method, 
Was normal in the 6 cases investigated. Normal reticulo- 
cyte-counts and serum-bilirubin levels have been reported 
in latent hemolytic states associated with malignant 
and infective conditions (Brown 1950) and cases of 
leukemia and lymphoma (Ross et al. 1951). Dacie 
(1954b) states that serum-bilirubin and fxcal-urobilinogen 
levels are unreliable as evidence for the presence of 
hemolysis in a mild hemolytic state. In the present 
cases, although studies of bile-pigment metabolism and 
reticulocytes did not suggest that hemolysis was taking 
place, direct measurement of red-cell life-span demons- 
trated the existence of a hemolytic mechanism. 


Serology 

In the present cases direct and indirect antiglobulin 
reactions were negative and cold-agglutination titres 
were within the normal range. The direct anti-globulin 
test was negative in the 2 cases of rheumatoid arthritis 
investigated by Mollison and Patterson (1949), but 
Dacie (1954c) mentions a tyne of ‘* non-specific ’’ positive 
anti-globulin reaction in rheumatoid patients. Ball (1952) 
found positive sheep-cell-agglutination tests in a large 
number of patients with rheumatoid arthritis and in 
certain cases of acute disseminated lupus erythematosis. 
In view oi this finding he felt that this agglutinating 
factor might be an auto-antibody, but he was unable to 
obtain a positive anti-globulin test in the few cases of 
arthritis investigated. The possibility that an under- 
lying immunological mechanism is a factor in the 
production of collagen diseases is suggested by the work 
of Glynn and Holborrow (1952a and b), who have 
shown that in animals injection of a polysaccharide- 
streptococcus vaccine led to the production of specific 
antibodies to the homologous polysaccharide. Theoretic- 
ally an inflammatory reaction in connective tissue might 
possibly result from union of antibodies of this type 
with the polysaccharide of ground-substance. Duthie 
(1954) points out, however, that so far there is no direct 
evidence for the presence of antibodies of this type in 
human disease. 


Factors Possibly Influencing the Increased Rate of Red-cell 
Destruction 

The curvilinear slopes of elimination of the transfused 
cells suggest that an extracorpuscular factor is responsible 
for hemolysis in these cases of rhemnatoid arthritis. 
Intravascular aggregation of red cells has been observed 
in the conjunctival vessels of patients with rheumatoid 
arthritis (Laine and Zilliacus 1950). This pathological 


change in blood-flow—*‘ sludging *’ (Knisely et al. 1947)— 
has been described in various infective and malignant 
conditions as well as in blood disorders (Knisely et al. 
1947, Laine and Zilliacus 1950). 


Bloch and Powell 
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(1952) consider that this type of intravascular aggregation 
is caused by a substance adherent to the red cells which 
might cause red-cell agglutination and make the cells 
susceptible to phagocytosis and consequently to haemo- 
lysis. Wasastjerna et al. (1954), however, consider that 
this ‘‘ sludging ’’ factor is concerned more with rouleaux 
formation than hemagglutination. Miller and Whitting- 
ton (1942) state that the plasma viscosity can be taken as 
an index of the power of the plasma to cause red-cell 
aggregation and rouleaux formation. Plasma viscosity, 
like the erythrocyte-sedimentation rate, is a non-specific 
response, affected by alterations in plasma-proteins and 
very little by the non-protein constituents (Eastham 
1954). The effect of increased plasma viscosity on blood 
destruction in rheumatoid arthritis is not known, but in 
the present study persistently high plasma-viscosity 
levels were found in cases in which there was a diminished 
red-cell life-span. 

Kellgren (1952) has suggested that peptides liberated 
from disruption of the collagen-polysaccharide complex 
may be responsible for the toxic and inflammatory 
features of rheumatoid arthritis. There is no direct 
evidence for this hypothesis, but toxic metabolites may 
possibly be r-sponsible for haemolysis in rheumatoid 
arthritis ; substances of this type may be factors in the 
causation of hemolysis associated with uramia, liver 
disease, and carcinomatosis (Dacie 1954d). In these 
disorders gross morphological abnormalities of the red 
cells are sometimes seen—a fact which Dacie (1954) 
considers a further. possible indication of a toxic factor. 
Apart from hypochromia and slight anisocytosis and 
poikilocytosis, no morphological abnormalities have been 
detected in the peripheral blood of rheumatoid patients. 


Conclusions 


iim some cases of active rheumatoid arthritis an 
increased rate of red-cell destruction is a factor in the 
production of anzemia. 

The hemolysis is insufficient to cause anemia in 
patients whose bone-marrows are uninhibited, and 
inadequate compensatory red-cell production by the 
bone-marrow apparently plays a part in the causation of 
anemia. In rheumatoid arthritis hemolysis is often 
associated with the production of red cells which are 
deficient in hwmoglobin—a deficiency which in the 
present study was not corrected by intravenous iron 
therapy. 

The presence of hemolysis in these cases could not 
have been inferred from the results of routine laboratory 
tests. Direct measurement of red-cell life-span was 
necessary to demonstrate the existence of a hemolytic 
mechanism. 

The curvilinear slopes of elimination, when the red- 
cell life-span estimations are plotted graphically, suggests 
that an extracorpuscular factor causing random destruc- 
tion of cells, irrespective of their ages, is responsible for 
hemolysis. In the absence of any identifiable immune 
mechanism the exact cause is unknown, but a diminished 
life-span seems to be associated with pronounced disease 
activity. When sustained clinical improvement takes 
place or disease activity is only moderate or slight, red- 
cell life-span is diminished little if at all. 


I am indebted to Dr. J. V. Wilson for much willing help and 
encouragement ; Dr. P. L. Mollison for advice; Dr. J. J. RK. 
Duthie and Dr. I. M. P. Dawson for discussion and criticism ; 
Dr. J. Shone and Dr. 8. R. Gloyne, of the Kegional Blood- 
Transfusion Centre, Leeds, for supplying the blood for the 
experiments ; the physicians of the Koyal Bath Hospital, 
Harrogate, for allowing me to investigate patients under 
their care, and other help; and members of the laboratory 
and nursing staffs of the Harrogate group of hospitals for much 
valuable assistance. 
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POST-GASTRECTOMY STEATORRHEA 
AND PATCHY JEJUNAL ATROPHY 
J. W. PAULLEY 
M.D. Lond., M.R.C.P. 


A. LEEMING 
M.B. St. And. 


F. A. FArRWEATHER 
M.B. Lond. 


From the Ipswich Hospitals 


CHRONIC inflammatory changes and atrophy of the 
jejunal mucosa associated with idiopathic steatorrhea 
have been reported by one of us (Paulley 1952a and b, 
1954). This observation was contrary to the current 
teaching that there were no abnormal changes in sprue 
or steatorrhcea—a concept dating from Thaysen’s (1932) 
monograph. Since 1954 further cases here, and unpub- 
lished data from G. D. Hadley and M. Shiner in this 
country and F. Gardner in the U.S.A. (personal 
communications) have confirmed. these changes. 

For some years the hypothesis has been entertained 
(J. W. P.) that those cases of post-gastrectomy syndrome 
in which steatorrhcea develops and the patient loses 
weight may have been latent cases of idiopathic steator- 
rhea before operation—the supposition being that 
gastrectomy is provocative in predisposed subjects by 
causing unaccustomed conditions in the upper intestine. 
To test this hypothesis, for the past year wedges of 
jejunal mucosa have been taken by our surgical colleagues 
during gastrectomy. A possible correlation between the 
state of the mucosa and the patient’s subsequent course 
is being sought. To date, of 61 patients submitted to 
gastrectomy, 5 had abnormal mucosa. Of these 
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the abnormality was gross in 2, both of whom, when 
traced, were found to have steatorrheea, to be under- 
weight, and to be dissatisfied ; 1 gave a history of loose 
pale foul stools for a year or more before operation, and 
the other was said to have had colitis ten years before, 
and had had a high random fecal fat two years before. 
This work, which is still proceeding, may explain part 
of the 10% failure-rate after gastrectomy. 


Case-record 


A man, aged 51, was admitted on June 18, 1956, com- 
plaining of variable pains, increasing weakness, and pale foul 
diarrhea. He was depressed, pigmented, and emaciated 
(body-weight 5st. 5 lb.), with blue sclerotics. He had had an 
enormous appetite since gastrectomy two years before. 

The past history, obtained from the patient and his wife 
and brother, was as follows. He was the youngest of three 
brothers and had fragilitas ossium. His mother made a fuss of 
him because of his numerous fractures, and he was devoted 
to her; his father was an alcoholic. His mother told his wife 
that he had always had a weak stomach, and his wife described 
attacks of pale diarrhea intermittently since she married him 
in 1935; he had lost much time from work. He said he first 
had “ colitis ’’ in 1920. He was never quarrelsome and would 
avoid rows at any cost. His brother, when asked if he was 
soft-hearted, said “‘ he would give himself away.’’ He added 
that the patient had dwelt on his pains and illnesses all his 
life. When his mother died in 1941 of cancer, the bottom fell 
out of his life, and he beeame depressed thinking he had 
cancer of the bowel. Later he thought he had cancer of the 
throat and of the brain. To the time of his death his belief 
that he had cancer was never dispelled. In 1950 he attempted 
suicide by cutting his wrist ; previously he had tried to poison 
himself, was later admitted to hospital with anemia and 
melzna, after treatment was transferred to a mental hospital, 
and remained under outpatient psychiatric observation for 
the next five years. He had had no sexual relations with his 
wife since 1940 for fear that “‘ she should catch cancer.”’ 

In 1952 he sought surgical advice for a suspected duodenal 
ulcer. In 1954 he saw the same surgeon, who performed an 
anterocolic Polya partial gastrectomy; only scarring was 
found. He then weighed 9 st. 11 lb. Almost at once he began 
to lose weight, and nine months after his gastrectomy he 
weighed 7 st. 13 lb. ; after fifteen months he weighed 7 st. 3 Ib. 
Eighteen months after gastrectomy, cholecystectomy was 
done because of persistent pain. At laparotomy gall-bladder 
adhesions were found. In February, 1956, his weight had 
fallen to 6 st. 12 Ib. Steatorrhcea was suspected at the time of 
cholecystectomy and was, confirmed in June, 1956, when 
a casual fecal fat reading was 50-9 g. per 100 g. total fat, and 
a fat balance showed only 70% absorption. Radiography 
after a barium meal showed coarse folds and spattering of 
barium in the small bowel. 

Dr. Shiner kindly carried out jejunal biopsy (Shiner 1956). 
To our surprise the specimen did not show the expected 








Fig. |\—Jejunum, showing normal and atrophic areas. 
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Fig. 2—Microscopic appearances of jejunal mucosa (sites shown in fig. 1): (a) atrophy; (6b) 
normal ; (c) gross atrophy ; (¢) irregular villi, moderately abnormal ; 


villi, moderately abnormal ; (f) gross atrophy. 


grossly abnormal changes of cellular infiltration and atrophy. 
It was considered to be within normal limits. 

Despite every effort with gluten-free diet, steroids, anti- 
biotics, and modified insulin shock the patient failed to respond 
and died from terminal pulmonary embolism. Permission for 
necropsy was obtained and the gut was preserved in formal 
saline shortly after death. 

Nec ropsy 

The stomach was atrophic and the duodenum and stoma 
were normal. The small gut was 15 ft. long; everywhere its 
wall was thin. In the proximal 18 in. the mucosa showed ruge, 
though not so closely set as normal; to touch it had the 
normal velvety feel. Below this there were many areas 
6-12 in. long where the mucosa appeared to be completely 
smooth (fig. 1) and was not velvety to touch. Toward the 
ileocecal valve more normal mucosa was found. The large 
intestine showed somewhat similar changes. There was no 
ulceration. The pancreas, liver, and suprarenals were normal. 

Microscopy confirmed gross mucosal atrophy in the areas 
macroscopically atrophic, and a near-normal mucosa in the 
other areas; but the spacing, shape and size of the villi in 
some of these areas were irregular (fig. 2). 

Discussion 

This man presented as a case of post-gastrectomy 
steatorrhea and malnutrition; but he and witnesses 
told of symptoms typical of steatorrheea for many years 
before his operation ; and he had shown emotional and 
personality disorder, which is common jn steatorrhewa 
(Paulley 1949, 1952a and b, 1954). Gastrectomy preci- 
pitated a phase of gross malnutrition and steatorrhea 
culminating in his death. When jejunal biopsy was done 
there was little doubt in our minds that this was a case 
of idiopathic steatorrheea aggravated by gastrectomy. 
The almost normal mucosa was a complete surprise and 
quite counter to our experience and that of others in 
idiopathic steatorrhea. It seemed that either the diag- 
nosis was wrong or the mucosal changes were patchy, 
and that we had failed to strike an abnormal area, 
although we had taken six specimens from different 
points to 11/, feet below the “_"% Shortly afterwards the 
case was discussed with Dr. Buyssens, of Antwerp, 


who said that he had seen see hy intestinal atrophy in 
4 patients, 1 of whom had proven “idiopathic steatorrhea, 
and the others malnutrition possibly with steatorrhea. 

Probably our failure to obtain a biopsy specimen from 
an atrophic area was due to the smoothness of the 
mucosa rather than a failure of the tube to reach 
the right place. 


The extreme thinness of the wall in the 
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atrophic areas underlines the 
importance of not exceeding the 
negative suction pressure of 
-5 mm. Hg recommended by 
Shiner to avoid perforation. It 
now seems that a normal jejunal 
biopsy is not entirely dependable. 


Summary 

Early results support the hypo- 
thesis that post-gastrectomy ste- 
atorrhwea is influenced by the 
state of the jejunal mucosa before 
operation. Evidence so far sug- 
gests that surgeons should beware 
of gastrectomy in patients with a 
history of bowel looseness. Jeju- 
nal biopsy may prove a useful 
screening measure before gastrec- 
tomy. 

A case is described of post- 
gastrectomy syndrome with ste- 
atorrhea and malnutrition in a 
patient with a convincing history 
of intermittent steatorrhea for 
many years before gastrectomy. 
Jejunal biopsy was normal. 
Necropsy revealed areas of gross 
atrophy of the intestinal mucosa separated by relatively 
normal areas. 

A negative jejunal biopsy may be misleading. 

On no account should excessive suction be applied 
during tube biopsy. 


(e) somewhat irregular 


We are most grateful to Mr. A. R. Hill, Mr. G. F. Lenin 


Mr. R. 8S. Monro, and Mr. P. B. Counsell for their help, and 
also to A. C. Thackray, of the Middlesex Hospital, for the 
photomicrographs. 
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TREATMENT OF GLUTETHIMIDE 


POISONING 
WITH BEMEGRIDE AND AMIPHENAZOLE 


N. R. Rowe. 
M.B. Durh., D.C.H. 
MEDICAL REGISTRAR, ROYAL VICTORIA INFIRMARY, 
NEWCASTLE UPON TYNE 

GLUTETHIMIDE («-phenyl-«-ethyl-glutarimide ; ‘ Dori- 
den ’) has recently been introduced as a non-barbiturate 
hypnotic. The usual dose of 0-25 to 0-5 g. (1 to 2 tablets) 
gives five to eight hours’ sleep. The tablets disintegrate 
rapidly and the patient usually falls asleep in fifteen to 
thirty minutes. Side-effects are few. Occasional nausea 
and rashes have been reported. Lane (1955) found no 
alteration in the blood picture, in the urine, or in the 
thymol-turbidity and cephalin-flocculation tests resulting 
from long-continued administration of nightly doses of 
1-0 g. One of the advantages of glutethimide in normal 
doses seems to be the absence of respiratory depression. 

There have been few reports of poisoning. Gerster et al. 
(1955) described the case of a soldier aged 20 who took 
60 tablets (15 g.) in an attempt to commit suicide. He 
was treated with picrotoxin, prophylactic antibiotics, and 
intravenous fluids, and recovered. Two cases treated 
with bemegride (‘ Megimide ’) and amiphenazole (‘ Dap- 
tazole’) have been reported by von Planta and Klingler 
(1956). The first patient, a man of 29, had taken 20 
tablets ; the second, a woman of 23, had taken 22 tablets ; 
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and both reeovered. In view of the need for information 
on the effect of bemegride and amiphenazole on coma 
other than that due to barbiturate (Lancet 1956), I report 
a further case. 

Case-report 


A married woman aged 38 was admitted in coma having taken 
40 glutethimide tablets (10 g.) and 16 aspirin tablets (4-8 g.) 
fourteen hours previously. On admission she was unconscious 
with widely dilated pupils (which did not react to light), a 
divergent strabismus, and absent corneal reflexes. All limbs 
flaccid with absent reflexes. The plantar responses 
not obtained and there no withdrawal reflexes. 
She was not cyanosed and the peripheral circulation was good. 
Respirations were moderately deep, the rate being 12 per min. ; 
the pulse-rate was 115 per min., blood-pressure 120/90 mm. Hg, 
temperature 98°F. There were no abnormal signs in the heart, 
chest, or abdomen. Soon after admission she had an attack 
of spasm with carpo-pedal spasm, 
classical tetany and lasting about two minutes. 
but no tablets were returned in 
the washings. Prophylactic penicillin was given and glucose- 
saline mg. (15 mg. in 1 ml.) amiphenazole 
was given intravenously in the course of twenty minutes, 
with increase in the depth and rate of respiration (20 a minute). 
4 ml. (12 mg.) picrotoxin was given with no effect. 


were 


were were 


laryngeal resembling 


Gastric lavage was done 
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infused. 


Three hours later her condition was unchanged ; spasms were 
occuring every five to ten minutes. Treatment with bemegride 
and amiphenazole was started, 50 mg. bemegride and 15 mg. 
amiphenazole being introduced into the tubing of the drip 
about every three minutes. In one and three-quarter hours, 
after a total of 750 mg. bemegride and 225 mg. amiphenazole 
had been given, the patient moved her right arm slightly and 
the knee-jerks were just obtainable. During this period, she 
continued to have intermittent tetanic spasms of all limbs. 


Chvostek’s and Trousseau’s signs were absent; the blood 
calcium was normal (9-8 mg. per 100 ml. ; diffusible 4-7 mg.) ; 
there was no alkalosis (indeed, there was acidosis—-alkali 


reserve 45-3 ml. CO, per 100 ml. plasma); and intravenous 
calcium gluconate had no effect. There was also intermittent 
fine tremor of the hands. The spasms continued during the 
course of the next three hours. 200 mg. bemegride was then 
given in twelve minutes ; this increased the frequency of the 
After an interval, 60 mg. amiphenazole was given 
in 12 minutes, and there was no increase in spasms. 200 mg. 
bemegride and $0 mg. amiphenazole were then given together 
»ver twelve minutes with increase in the frequency of the 
spasms and in the activity of the knee-jerks. 


spasms. 


‘Twelve hours later, the patient was still having intermittent 
spasms, but the swallowing reflex had returned and she moved 
her arm slightly in response to venepuncture. The left plantar 
response was extensor. After another two hours there was 
a withdrawal reflex of the left leg, but this disappeared within 
an hour. Forty-one hours after she had taken the glute- 
thimide, an electro-encephalogram (E.£.G@.) was recorded before, 
during, and after the injection of bemegride and amiphenazole 
(see later). Seven hours later the pupils started to react to 
light and the strabismus disappeared. After a further two 
hours she began to talk, and then became restless and required 
4 ml. paraldehyde for sedation. 

Next morning there were no abnormal signs at all apart 
from rapid nystagmus to either side. This disappeared in 
twenty-four hours. She was very depressed and had to be 
transferred to a mental hospital. 


The Electro-encephalogram 

Forty-one hours after taking glutethimide (patient still in 
coma).-The most persistent component was symmetrical 
5 to 6 c. per sec. activity which was fairly generalised, though 
of slightly higher amplitude (about 40 .V mean), in the frontal 
regions. Frequent runs of delta activity were seen here with 
a peak amplitude of up to 150 uV, but at no time were these 
truly paroxysmal. No faster components were seen. The 
intravenous injection of 100 mg. bemegride preceded by 30 
mg. of amiphenazole produced a short-term diminution of 
amplitude of the slow activity and this coincided with a 
partial return of her withdrawal reflexes. The record returned 
to its former state thirty seconds after the end of the injec- 
tion. A further 100 mg. bemegride and 30 mg. amiphenazole 
had a similar transient effect on the ¥.£.G. 

Eighty-four hours after taking glutethimide (patient clinically 
recovered).—The §E.£.G. findings had changed dramatically 
and were substantially within the limits of normal variation 
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for an alert subject. Runs of slow activity appeared during 
the latter stages of the recording, but were almost certainly 
due to drowsiness. 


Electrolytes 

There was a slight acidosis soon after admission, probably 
due to the aspirin, but by the following day the alkali reserve 
had returned to normal. The serum-potassium was low 
(12-5 mg. per 100 ml., 3-2 m.eq. per litre) but this had returned 
to normal after ten days. 

A full blood-count and 
two weeks later. 


liver function tests were normal 
Discussion 

This patient was admitted in deep coma fourteen hours 
after taking 40 tablets of glutethimide (10 g.) and 16 
aspirin tablets (4-8 g.). Despite the large dose of glute- 
thimide, respiration was not grossly depressed. This 
may be partly attributed to the stimulation.sof respiration 
by aspirin (Farber et al. 1949), but I believe that 
glutethimide in this case tid not depress respiration to 
the same extent as an equivalent dose of barbiturate. 
Respiration was regular. Gerster et al. (1955) reported 
hyperthermia, electrocardiographic changes, and tachy- 


eardia; but in the present case there were no 
signs of disturbance of temperature-tegulation of the 
cardiovascular system, of the blood picture, or of liver 


function. 

An interesting feature was the tetanic spasin of the 
limbs, lasting several minutes, together with laryngeal 
spasm. 

Gerster et al. (1955) observed that all intratracheal 
interference had a bad effect on respiration, but in our 
patient intubation was not attempted and laryngeal spasm 
was apparently spontaneous. Between spasms the patient 
remained flaccid, and Trousseau’s and Chvostek’s signs 
were negative. The serum-calcium was normal, there 
was a mild acidosis, and the spasms were not relieved by 
intravenous calcium gluconate. 

The spasms were present before treatment, and per- 
sisted for twelve hours after the administration of 
bemegride and amiphenazole ; they are presumed to be 
due to glutethimide. Their frequency was increased by 
bemegride given alone or in combination with ami- 
phenazole but not by amiphenazole alone. 

Bemegride and amiphenazole were given by the method 
of Shulman et al. (1955). The knee-jerks returned in 
one and three-quarter hours, by which time 750 mg. 
bemegride and 225 mg. amiphenazolo had been given. 
The corneal and pupillary reflexes were the last ones to 
reappear, twenty-six hours later—about four hours before 
the patient regained consciousness. A total of 1350 mg. 
bemegride and 570 mg. amiphenazole was given. 

The observations suggest that in glutethimide poisoning 
bemegride and amiphenazole stimulate reflex activity as 
well as respiration. Amiphenazole in particular, increases 
the depth rather than the rate of respiration. The 
alteration in the electro-encephalogram is only transient 
if the drugs are*used intermittently, and it is probably 


preferable to treat cases by continuous infusion as 
described by Clemmesen (1956). The only metabolic 
disturbance noticed was a decrease in the serum- 


potassium, which has been recorded in the treatment of 
barbiturate poisoning with bemegride and amiphenazole 
(Shulman et al. 1955). No mental disturbances were 
observed which could be ascribed to the treatment. 


Summary 


A case of poisoning with 10 g. glutethimide (‘ Doriden ’) 
and 4:8 g. aspirin is reported. Frequent short-lived 
attacks of laryngeal and tetanic limb spasm were thought 
to be due to glutethimide. 

Treatment with bemegride (‘ Megimide ’) and amiphen- 
azole (‘ Daptazole’) resulted in the return of reflex 
activity, increased respiration, and caused transient 


alteration in the electro-encephalogram. 
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These drugs are recommended in the treatment of 
poisoning by glutethimide. 

I am grateful to Dr. C. N. Armstrong for permission to 
publish this case. I should also like to thank Dr. B. McStay 
and Dr. J. Wilson for their help in the treatment, and Mr. J. W. 
Osselton for reporting on the electro-encephalograms. 
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ACUTE PANCREATITIS IN A CHILD AGED 
3 YEARS 


B. W. T. PENDER 
M.B. Lond., F.R.C.S. 
SENIOR SURGICAL REGISTRAR, ST. GEORGE’S HOSPITAL, LONDON 


Ir has long been recognised that acute pancreatitis 
may occur in children, although it is extremely rare 
except in association with mumps. 

Farnham (1922) collected 119 cases of mumps pan- 
creatitis, of which 117 recovered. Dey (1951) reported 
a case of acute hemorrhagic pancreatitis in a child aged 
22 months; on laparotomy he found bloodstained 
fluid in the peritoneal cavity, widespread fat necrosis, 
and a hard swollen pancreas. No serological investigation 
was made, but the patient’s sister was admitted to 
another hospital with mumps at the same time. 

About 18 cases have been reported in children under 
the age of 13, who, so far as could be ascertained without 
serological tests, were free from mumps. Dobbs (1935) 
added | of his own to 14 collected cases aged 2-13. 

I report here a case in a child, aged 3 years, apparently 
without mumps. 

Case-report 

A girl, born on Sept. 19, 1950, was admitted to the Victoria 
Hospital for Children, Tite Street, London, on April 5, 1954. 

History.—Four days before admission she vomited several 
times and complained of abdominal pain. Three days before 
admission she developed a cough, and on the day of admission 
her abdominal pain beeame very severe and colicky, and she 
was completely constipated. Her mother stated that she had 
had a similar illness two years previously. 





Fat necrosis of greater Gmentum. (Haematoxylin and eosin. 45.) 
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She was the third of five children. There had been no 
recent illness at home, nor was she known to have been in 
contact with any infectious disease. 

Examination.—She was a flushed well-developed child with 
a cough, temperature 99-4°F, pulse-rate 100, and respirations 
28 a minute; weight 33 Ib. 6 oz. She had enlarged injected 
tonsils and cervical adenitis. She was extremely tender 
round the umbilicus and there was general abdominal guarding. 
There was no rigidity, and no mass was felt in her abdomen. 
Her rectum was empty, but on bimanual examination faces 
were felt in the colon above. No other abnormality was 
found. 

Tonsillitis with mesenteric adenitis was diagnosed. 

Progress.—Next day her abdominal signs were less general- 
ised, the tenderness being greater in the right hypochondrium, 
No abnormality was found in her urine. A throat swab grew 
scanty %-hemolytic streptococci. Her hemoglobin was 70%. 
A white-cell count showed 8100 cells per c.mm. A chest 
radiograph was clear. 

Next morning (April 7) her pulse-rate rose and she looked 
pale, shocked, and ill and had fairly severe attacks of pain. 
The tenderness was still worst in the right hypochondrium, 
and the right rectus muscle was now in spasm. In view of the 
change in the clinical picture it was thought that the child 
might have an acutely inflamed high appendix or even 
cholecystitis. Laparotomy was therefore advises. 

Operation (April 7).—A right mid-paramedian incision was 
made under general anesthesia. There was no free fluid in 
the abdomen, but widespread fat necrosis was seen on the 
parietal peritoneum and greater and lesser omenta. The 
lesser sac was opened, and the pancreas was found to be 
hard, enlarged, and cedemataus, its surface being covered 
with widespread fat necrosis, mostly appearing as white 
specks as big as a large pin-head and making the surface of the 
pancreas feel like emery paper. The parietal fat necroses were 
very much larger, and one was removed from the greater 
omentum for microscopy. The gall-bladder was extremely 
tense but was emptied by pressure and -was without doubt 
the cause of the local tenderness. No stones were palpable 
in the biliary tract. 

Postoperatively, on April 8, the, patient’s serum-amylase 
level was 160 units per 100 ml. Biopsy confirmed the diagnosis 
of fat necrosis (see figure). A mumps complement-fixation 
test showed no antibodies to the mumps virus at a titre of 
1: 5 in serum collected on the 4th and 5th days of the illness. 
The patient convalesced uneventfully and has since remained 
well. 

Discussion 

In view of the serological tests it can be stated with 
certainty that the cause was not mumps. The tenderness 
localised to the right hypochondrium .on the second day 
in hospital was due to the tense gall-bladder. At no 
time was there any cyanosis or jaundice, and it is 
doubtful whether the diagnosis could have been suspected 
preoperatively. The child had had a similar 
attack, which settled, two years previously. 

In Dey’s (1951) case there had been no previous 
history, the white-cell count was 24,000 per 
c.mm., and bloodstained fluid and fat necrosis 
were found on laparotomy. The pancreas was 
hard and swollen, but the biliary system was 
normal. 

Steiner and Tracy (1943) found an association 
between pancreatitis and diabetic coma in 10 
children examined post mortem. They also cited 
4 other cases of pancreatitis found among 26 
children who died in diabetic coma. There was 
no association with diabetes in either the present 
case or Dey’s (1951) case. 

In the 14 cases collected by Dobbs (1935) no 
cause was found in 6; an impacted gall-stone 
was responsible in 1 ; there had been trauma in 3 
(a cart running over the abdomen in 2); round- 
worms were certainly responsible in 1 casey(a 
Hindu girl, aged 12 years, had two round-worms 
removed from the pancreatic duct through an 
incision in the pancreas) and probably respon- 
sible in 2 cases ; and 1 case was probably due to 
a septic embolus in the pancreas. 
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Summary 

A case of acute pancreatitis in a child aged 3 years is 
described. Serological tests excluded mumps. 

Biopsy showed fat necrosis. 

The child convalesced satisfactorily and has been 
symptom-free for more than two years. 

[ wish to thank Dr. C. Pinckney for asking me to see and 
operate on his patient and for allowing me to publish the 
case; Prof. T. Crawford for his photomicrograph; and 
Dr. A. Dudgeon for the comprehensive serological tests. 
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Medical Societies 


MANCHESTER MEDICAL SOCIETY 
Social Pathology of Coronary-artery Disease 


On Jan. 23 Dr. J. N. Morris (London), in an address 
to the sections of medicine and pathology, suggested that 
coronary atheroma was rife before the first world war but 
ischemic heart-disease was less common than now. A 
national survey of necropsies on middle-aged men had 
shown an excess of ischemic myocardial fibrosis in 
“light”? workers dying of cancer, injuries, &c. This 
excess was particularly evident among patients with 
solitary sears of large healed infarcts—an observation 
which might give a link with the previously recorded 
excess of ‘‘sudden deaths’’ and other rapidly fatal 
ischemic heart-disease in sedentary workers, such as 
bus-drivers and clerks. 

What might be called the ‘‘ appeal to epidemiology ”’ 
was persistently refusing to confirm hypotheses of a single 
or simple dietary «xtiology for ischemic heart-disease. In 
the present climate of opinion such a negative réle was 
exceedingly uncomfortable! But it was not possible, in 
time series or other series, to correlate what was known 
of the mortality from coronary heart-disease with what 
was known of trends in fat consumption. Thus, the 
great variations of mortality among Western countries 
having similar high-fat intake disposed of any story that 
total fat consumption was the critical factor. Changes 
in animal-fat consumption in the United Kingdom during 
the present century could be related to the changes in 
coronary atheroma found in the London Hospital records, 
but they showed no relation to the Registrar-General’s 
figures of mortality from coronary heart-disease. The 
trend of consumption of butter-fat in the United Kingdom 
showed absolutely no relation; the steep increase in 
coronary deaths since 1943 was only one illustration of 
this. Changes in vegetable-fat intake followed the 
mortality experience more closely; and changes in 
hydrogenated-fat intake were even more closely reflected 
in the mortality figures, except for the social-class distri- 
bution of coronary mortality, which did not agree with 
the pattern of margarine intake. International experience 
was even more contradictory : Norwegians, who ate a 
lot of margarine, seemed to have far less fatal ‘‘ coronary 
thrombosis ’’ than New Zealanders, who ate very little. 
Perhaps the fish the Norwegians ate protected them, but 
this did not seem to help Aberdeen, which registered 
twice the coronary death-rate of Oslo. 

In terms of the total of essential fatty acids themselves, 
the only available data for the United Kingdom gave no 
support to the hypothesis that the population was now 
suffering from an absolute or relative deficiency of 
‘ssential fatty acids, and international comparison again 
showed anything but a homogeneous picture. More and 
better statistics of disease and of food trends were 


urgently needed, and it was hopeful that the World 
Health Organisation had now entered this field. 
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Reviews of Books 


Handbook on Poliomyelitis 
JOSEPH TRUETA, M.D., D.SC., F.R.C.S., Nuffield professor 
of orthopedic surgery, University of Oxford; A. B. 
KINNIER WILSON, M.B., M.R.C.P., D.P.M., member of the 
scientific staff, Medical Research Council; MARGARET 
AGERHOLM, B.M., assistant, Nuffield department of 
orthopedic surgery, Nuffield Orthopedic Centre, Oxford. 


Oxford: Blackwell Scientific Publications. 1956. Pp. 
139. 20s. 
THIs is a compact and pleasantly readable book 


containing a wealth of up-to-date information. 


The first section ineludes bistory, virus studies, epidemiology, 
pathology, clinical manifestations, and diagnosis ; and there 
are valuable sections on treatment in the acute stage and on 
specific preventive measures. Nearly a quarter of the text is 
taken up by chapters dealing with the diagnosis and manage- 
ment of cases with complications affecting the respiratory 
muscles. The final chapters deal with the treatment of cases 
during the transitional, recovery, and chronic periods. The 
authors have avoided the temptation to present every aspect 
of complex surgical procedures, and instead have set out the 
arguments for particular forms of management and treatment 
in a way that is satisfying without being provocative. 

The book will be read with pleasure even by those with 
only slight knowledge of the subject ; and to the expert 
it will rarely fail to supply in concise form such 
information as he seeks. 


Outline of Fractures 
Including Joint Injuries. JoHN CRAWFORD ADAMS, M.D., 
F.R.C.S., consultant orthopedic surgeon, St. Mary’s 
Hospital, London. Edinburgh and London: E. & 8. 
Livingstone. 1957. Pp. 248. 27s. 6d. 

Tuts is the companion volume to the author’s Outline 
of Orthopedics, published last year, and like this earlier 
book it is intended for the medical student and the 
general practitioner. Mr. Adams has an incisive mind 
and a lucid style, which will make this a popular book for 
the student. 


Possibly the insistence on brevity has sometimes been 
carried almost too far, so that the student may have to turn 
to larger textbooks for clarification : for instance, the section 
on the circulation in an injured limb might well be expanded. 
Future editions—which will surely be demanded—might 
include some further advice on handling a fractured limb at 
the first-aid stage; in the chapter on general features of 
fractures a summary of the differences to be found in children 
might be included, and the illustration showing the never- 
effective spring-clips holding the bands on the Thomas splint 
should be changed. 

This generally excellent book 
recommended to the medical student. 


can be warmly 


Clinical Examinations in Neurology 
By members cf the Sections of Neurology and Section of 
Physiology, Mayo Clinic and Mayo Foundation for 
Medical Education and Research, Rochester, Minnesota, 
Philadelphia and London: W. B. Saunders. 1956. 
Pp. 370. 52s. 6d. 

Tus book contains a useful account of methods of 
clinical examination in neurology and of the interpreta- 
tion of physical signs. There is a brief account of electro- 
encephalography, of the electrical testing of muscle, and 
of the methods of obtaining cerebrospinal fluid, but 
neuro-radiology is not dealt with. The book follows 
conventional lines, but it is clearly written and provides 
a valuable introduction to neurological case-taking. 


Modern Treatment Yearbook (London: Bailliére, 
Tindall, & Cox. 1957. Pp. 312. 25s.).—As Sir Cecil 
Wakeley, its editor, observes in a preface, the yearbook’s 
aim is to present the general practitioner with the advice of 
experts on up-to-date treatment. Those who are familiar 
with it will know how seldom it misses the mark. Among the 
contributors to the new volume, Dr. P. M. F. Bishop acts as 
a Young Person’s Guide to the Endocrine Orchestra, and 
Dr. J. B. Harman writes helpfully on the treatment of incurable 
malignent disease. 
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Keeping 
the 
chronic 
bronchitic 


at work 


Regular administration of Franol* 
through the winter months will usually 
keep the chronic bronchitis patient free 
from acute attacks, while in bronchial 
asthma Franol reduces the number and 
severity of crises. 

Symptomatic control of these conditions 
is often accompanied by an improve- 
ment in the patient’s general health. 


* Theophylline gr.2, Ephedrine gr.0.15, Luminal gr.1/8 


LONG-ACTING BRONCHODILATOR, 
ANTISPASMODIC AND SEDATIVE 


Tablets in bottles of 100, 
250, 500 and 1,000 (S.4) 





Trade Mark 


se WAM PRODUCTS LIMITED, Neville House, Kingston-on-Thames, Surrey 


Associated Exporting Company: WINTHROP PRODUC TS LIMITED 
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Natural Calm 
at the Menopause 


Difficult years, sometimes, but 
when menopausal symptoms are manifest, the ideal 
treatment is provided by the skilfully 


balanced combination of hormones in Mixogen 


each tablet contains : 
Ethinyloestradiol B.P. 0.0044 mg. 


| iIXOG — Rs Methyltestosterone B.P. 3.6 mg. 
dosage : 


1-2 tablets daily, reducing when 





possible. 
Literature and sample on request Tubes of 25—Bottles of 100. 
(©) ncanon LABORATORIES iTD. 
BRETTENHAM HOUSE + LANCASTER PLACE + LONDON, W.C.2 
Telephone : Temple Bar 6785/6/7, 0251/2 Telegrams : Menformon, Rand, London 
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Industrial Lung Cancer 

THE study of industrial pulmonary cancer has 
special significance at present, when much effort is 
being expended in many countries to determine 
whether environmental factors, such as atmospheric 
pollution or tobacco-smoking or both, are the essential 
causes of the world-wide increase in lung cancer. 
Every well-conducted study of an industrial hazard 
yields some information about the nature of the 
exposure or the response of the tissues to that exposure, 
and in six industries the hazard of lung cancer is well 
proved ; in many others there is suspicion but no 
proof. 

The story of the Schneeberg and Joachimstal 
miners’ cancer is an old one, and it was this disease 
which firmly established the association between 
industrial exposure and pulmonary cancer. Today 
we have no further reliable information about the 
real cause than we had when the condition was first 
described in 1879. The ore concerned, pitchblende, 
has a uranium content of about 70°, but it also 
contains small quantities of oxides of rare earth 
metals, together with thorium, lead, zinc, manganese, 
silica, iron, cobalt, and nickel. The high uranium 
content suggests that radioactivity is at least partly 
responsible for the induction of the tumours, but there 
is no proof of this, and attempts to demonstrate 
radioactivity in affected lungs have failed.t. There 
is also much uncertainty as to whether fibrosis does 
or does not precede the cancer. Another group 
exposed to danger are gas-retort workers. KENNAWAY 
and KENNAWAY ® showed that they were about three 
times more liable to cancer of the lung than the 
general male population during the years 1921-38. 
The number of people employed in this way was not 
great, but the association seemed to be a real one. 
Dou * found that recorded deaths from lung cancer 
in gas-works pensioners were nearly twice as many 
as would be expected from a comparison with the 
general run of men in London. The excess mortality 
lay principally among employees engaged in the 
production of gas and the treatment of waste products 
—i.e., among men actually working in the retort 
houses. 

A third type of industrial lung cancer that has long 
been recognised in Germany is that found among those 
working on the production of chromates. In recent 
years the same liability has become apparent in the 
United States ; and BrpstrupP and Cask * have lately 
drawn attention to a similar hazard in Great Britain 
They surveyed the causes of death among the 
employees in three factories in different parts of the 
country, and they found that deaths from cancer of 
the lung were between three and four times more 
numerous than they were among the general male 
population of England and Wales of the same age- 
1. Sik], H. Z. Krebsforsch. 1930, 32, 609. 

2. a y. E. L., Kennaway, N. M. Brit. J. Cancer, 1947, 


® 20. 
3. Doll, R. Brit. J. industr. Med. 
4. Bidstrup, P. L.. Case, R. A. M. 


1952, 9, 180. 
Ibid, 1956, 13, 260. 
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groups. The deaths of 12 chromate workers were 
ascribed to lung cancer: the diagnosis was confirmed 
by necropsy in 4 cases and by biopsy in 3 more ; in 
5 others it was made on clinical and radiological 
findings. The industrial process involves extraction 
of chromium from the ferrous ore known as chromite 
or chrome iron-stone, which contains 30°/ or more of 
chrome oxide, and 15° of ferric and silicon oxides. 
The pneumoconiosis due to inhalation of insoluble 
chromium compounds (or chromitosis) is said to 
consist of a spotty fibrous thickening of the peri- 
bronchial and interstitiaa vissue, where the chromium 
dust particles are deposited.® In exposed workers, 
the chromium content of affected lungs is higher than 
that of other organs.°® It is interesting to note that 
although perforation of the nasal septum and skin 
ulceration are well-known signs of over-exposure to 
chromate compounds, malignant tumours have not 
been described in the nose or skin of chromate workers. 

Asbestos and nickel are two other substances 
associated with an increase in lung cancer. Workers 
in the asbestos textile industry suffered in former 
years from a severe form of pulmonary fibrosis, now 
known to be related to the subsequent development of 
lung cancer’? ®; and similar findings have been 
reported from Germany, Canada, and the United 
States. Some ores contain ferrous and silicon oxides 
in high proportion ; other ores, notably that found in 
Canada, contain only small amounts of iron oxide. 
The short fibres of the Canadian ore are said to be 
more dangerous than the long fibres of some other 
In this form of industrial cancer, there is no 
doubt that fibrosis precedes the malignant process ; 
and it is also clear that the exposed female is sus- 
ceptible to the disease. Cancers of the nasal passages 
and lung have been described among nickel-refinery 
workers in South Wales. Nearly all the tumours 
arose in workers exposed before 1924, when the plant 
was reconstructed. The men were exposed to nickel 
dust amd to nickel-carbonyl vapours, but it is not 
known which was the responsible agent. AMOR} 
stated that refined nickel-copper ores were free from 
radioactive matter. Pneumoconiosis has not been 
recorded as a precursor of this type of cancer. 

There has been controversy about the part played 
by iron ores in industrial lung cancer, but the recent 
work of Fauntps and Srewart™ goes a long way 
towards indicting iron-ore mining as a cancer hazard. 
Ferric oxide is the chief constituent of the haematite 
ore mined in Cumberland, and the ore also contains 
10-12% of silica. From 1932 to 1953, 2401 post- 
mortem examinations were made in Cumberland on 
men over the age of 30. Of these, 180 were on hema- 
tite miners and 17 (just under 10%) were found to 
have carcinoma of the lung; of the remaining 2221 
necropsies on men over 30 who had not been haematite 
miners, 45 (2°) revealed cancer of the lung. This 
four- to five-fold increase among the miners is highly 
significant. Fautps and Srewart also pointed to 
other data which support the view that the cancers 
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were related to the mining. In 12 of the 17 cancers, 
the primary site was regarded as being in the peripheral 
part of a iobe (either upper or lower). (The densest 
areas of fibrosis and the tumours were much easier to 
locate accurately when the lungs were inflated before 
fixation and full-size sections cut according to the 
technique of GoucH and Wentwortu.”) It was 
concluded that ‘ the distribution of primary tumours 
in the lungs of hematite miners closely follows that 
of the areas where sidero-silicotic fibrosis is most 
pronounced and where it presumably originated.” 
But Faups and Stewart also noted that carcinoma 
usually arose in lungs which were not the seat of the 
most advanced general fibrosis, suggesting that an 
optimum or focal fibrosis is more conducive to the 
development of bronchial cancer. Thorough chemical 
examination of lung tissue removed at death showed 
that cancerous lungs had the highest silica content, 
but their iron content was not appreciably greater 
than normal. Finally, a careful search for radio- 
activity in the ore and in cancerous and non-cancerous 
hematite lungs proved fruitless; so it seems that 
radioactivity can be excluded as a cause or even a 
contributory factor in lung cancer in hematite miners. 

The way is now open to a more detailed study of the 
industrial lung cancers that are already known and 
to a vigilant watch for new chemical hazards. Post- 
mortem examination of the lungs has already yielded 
much information, but there is scope for more detailed 
inquiry into the distribution of the tumours, their 
relation to pre-existing fibrosis, and their histological 
character ; and these aspects must be coupled with 
careful chemical analysis and measurements of radio- 
activity. So far no suitable experimental animal has 
been found. Vorwa.p ™ claimed to have induced 
squamous carcinomas in the bronchus of the rat by 
causing the animals to inhale a dust of soluble and 
insoluble beryllium compounds; and this seems to 
be the nearest experimental approach to the human 
disease yet achieved. A helpful guide to what is 
known about industrial lung cancer has lately been 
provided by Hureper.'* 


The Liver in Hemochromatosis 


In classical hemochromatosis an inborn error of 
metabolism is thought to be responsible for the exten- 
sive deposition of iron, in the form of hzmosiderin, 
in the viscera and skin; and hepatic cirrhosis and 
diabetes mellitus are among the consequences. The 
total amount of iron in the body, normally about 
4-5 g., is greatly increased and may reach as much as 
50 g. Since the normal daily intake in the diet is 
5-15 mg., complete absorption and retention of the 
dietary iron for eight to twenty-five years would be 
necessary to reach the levels observed in hzemochroma- 
tosis; but it is doubtful whether either absorption 
or retention is ever complete, so that an even longer 
period of disturbed iron metabolism is probably 
required. 

it has long been recognised that a superficially 
similar picture can follow the administration of very 
large quantities of iron compounds by mouth or, more 
especially, by injection. The hemosiderosis which 
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 senalie is eid to differ in many ways from heemo- 
chromatosis, particularly in the absence of cirrhosis 
and diabetes and in the more restricted distribution of 
the iron deposits. Much is also known about how 
repeated blood-transfusions can similarly load the 
body with iron. SHELDON’s opinion ! was that exces- 
sive destruction of blood and storage of iron did not 
produce classical hemochromatosis but only a simple 
hemosiderosis without tissue damage; and there is 
experimental evidence to justify his view. But, as 
PENGELLY and JONES? lately remarked, there are 
now enough published reports of cases of transfusien 
siderosis with “ fibrosis’’ if not definite cirrhosis of 
the liver t« vest that hzemosiderin can damage 
cells—at any rate liver cells. Now that blood is avail- 
able for transfusion in almost unlimited quantities, 
many patients with hypoplastic and hemolytic ane- 
mias can be kept alive for years. (PENGELLY and 
JONES’s patient, in whom the full clinical picture of 
hemochromatosis developed after nine years of 
regular transfusions, had a hypoplastic anemia.) The 
inability of these patients to increase their iron 
excretion above the normal level of 0-5-1-3 mg. daily 
leads to the accumulation of iron in quantities which 
eventually reach the range found in typical idiopathic 
hemochromatosis, so that the hepatic cirrhosis and 
the diabetes can appear.** On the other hand, a 
recent appraisal of the situation by RATHER ® suggests 
that mere overloading with iron may not alone be 
sufficient to evoke the full picture. The crux of the 
matter is that no-one has succeeded in producing 
diffuse fibrosis of the liver by simple overloading with 
iron compounds. In his own experiments RATHER 
studied rats kept on a diet containing either 4°% or 
16% of protein to which was added 6% of ferric 
citrate. In the control rats on similar diets but without 
the ferric citrate the iron content of the liver ranged 
from 32 to 111 mg. per 100 g. dry weight. In the rats 
receiving the iron supplement the corresponding figures 
were 720-3186 mg. The experiment lasted approxi- 
mately five hundred days. Despite such long and 
excessive feeding with ferric salts and the accumula- 
tion of enormous quantities of iron in the liver, there 
was no evidence of hepatic cirrhosis or even of signi- 
ficant liver damage. It seems that, at least in the rat, 
something more than an alimentary overload of 
iron is needed to produce a condition like classical 
hemochromatosis. 

There is no reason to believe that the patient with 
idiopathic hemochromatosis has been exposed to an 
excess of iron in the diet, and the accumulation in the 
tissues is presumably the result of increased absorp- 
tion from a normal diet. This increased absorption 
has been convincingly demonstrated by PETERSON 
and E?Trincer® by giving radioactive iron and 
estimating the activity of the unabsorbed iron in the 
stools. They found that normal absorption was 
between 1° and 4% of the intake, whereas in 2 
patients with hemochromatosis it was 20% and 40% 
respectively. The way in which the absorption of iron 
from the gut is controlled is still obscure. The apo- 
ferritin- ferritin system of control described by 
. She idon, J. H. Heemochromatosis. London, 1935. 

. Pengelly, C. D. R., Jones, P. Lancet, 1956, ii, 445. 
. Schwartz, S. V., Blumenthal, 8S. A. Blood, 1948, 3, 617. 
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GRANICK ? can certainly be overcome by giving large 
quantities s of iron; but, even when the intake of iron 
is relatively small, absorption can be strikingly 
increased by appropriate changes in the diet. By 
substituting a diet of corn grit and 20° lard for one 
of Purina dog chow, KINNEY et al.® were able to 
produce considerable hepatic siderosis in rats who had 
2°, ferric citrate added to their food. The effective 
diet in this experiment was apparently deficient in 
lipotropic factors and produced not only an increase 
of iron absorption but significant fatty infiltration of 
the liver—a condition known to lead to hepatic 
cirrhosis if it is severe enough. The inference seems 
to be that something which leads to cirrhosis may 
simultaneously interfere with the normal intestinal 
mechanism for the control of iron absorption. The 
incidence of hepatic siderosis in malnourished Afri- 
cans ® supports this conclusion; but the absence of 
any sign of nutritional deficiency in the Australian 
survey by ALTHAUSEN et al.!° suggests that the fault 
in intestinal control may be initiated in other ways. 
The enhanced absorption of iron by cats in which 
the pancreatic duct has been ligated was first reported 
by Taytor," and the observation was confirmed in 
dogs.* This finding suggests that the involvement of 
the pancreas in hemochromatosis, if not a primary 
fault, may well promote a vicious circle. 

It is not yet clear how much iron the liver cells can 
stand. Sudden large doses of iron salts have been 
shown experimentally to cause acute liver damage,’ 
and children dying of ferrous-sulphate poisoning may 
have conspicuous toxic changes in their livers. But 
slowly mounting quantities of iron can be tolerated 
for a long time by an otherwise normal liver, and the 
present weight of evidence is against the view that 
the iron deposits are alone responsible for the hepatic 
damage in hemochromatosis. 


The Adrenal Cortex in Hypertension. 


Some relation between the blood-pressure and the 
adrenal glands had been recognised for about a hun- 
dred years when ADDISON first described the feeble 
pulse in the disease which now bears his name and in 
which both adrenal glands are destroyed by caseous 
necrosis or atrophy. Later the sphygmomanometer 
amply confirmed the low blood-pressure in Addison’s 
disease. In 1895 OLiver and Scuarer '* demon- 
strated the remarkable rise in blood-pressure which 
followed an injection of an extract of adrenal 
medulla and when, some years later, ABEL * isolated 
a crystalline ‘‘ epinephrine,” it was generally believed 
that this substance was responsible for the maintenance 
of normal blood-pressure and also for hypertensive 
states. It has been shown beyond doubt, however, 
that Addison’s disease is due to the destruction of the 
adrenal cortex and that normal blood-pressure can 
be restored by cortical extracts. In recent years some 
have advocated a hypothesis which considers the 
action of adrenaline as synergistic to that of the corti- 


7. Granick, 8S. Bull. N.¥. Acad. Med. 1954, 30, 
8. Raney, T. D., Hegsted, D. M., Finch, C. A. , a Med. 1949, 


137 
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10. Althausen, T. L., Doig, R. K., Weiden, S., Motteram, R., 
Turner, C. N., Moore, A. Arch. intern. Med. 1951, 88, 553. 
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coids,’® and the adrenal gland as a single functional 
unit. This view is the Leitmotiv of CHwatia’s book 14 
on hyperfunction of the adrenal; but the evidence to 
support this attractive hypot hesis is mes gre, and other 
workers in this field prefer to concentrate their atten- 
tion on the adrenal cortex and its hormones. Go.p- 
BLATT 2? found (and it has since been confirmed) that 
the hypertension which follows constriction of the 
renal arteries can be reduced to normal levels by 
bilateral adrenalectomy. This effect of adrenalectomy 
has been attributed to the elimination of cortical 
hormones.!*-*° The mineralocorticoids are the hor- 
mones which raise the blood-pressure, and deoxycor- 
tone is the one which has been most closely studied. 
These hormones are apparently responsible for the 
hr: rtension produced by many neoplasms of the 
adrenal cortex, particularly those associated with a 
Cushing syndrome. Further important observations 
are that hypertension, with its pathologic al effects, 
can readily be produced by deoxycortone in Addison’s 
disease and in adrenalectomised animals, but with 
difficulty or not at all in the presence of normal 
adrenals. Moreover, hypertension was produced by 
deoxycortone but not by crude extract of total adrenal 
cortex.2! From these findings, SorrER® concluded that 
the adrenal cortex produced an additional blood- 
pressure-balancing fraction, as well as the hypertensive 
factor. 

Understandably, these developments have directed 
attention to the morbid anatomy of the adrenal glands 
in essential and in renal hypertension ; and a thorough 
investigation of this subject has lately been recorded 
by Dawson.*® He has studied 90 adrenals from 
people with normal blood-pressure, 90 from patients 
with essential hypertension, and 44 from others with 
renal hypertension. The investigation included weigh- 
ing the organs, measuring the thickness of the capsule 
and each of the three zones of the cortex, and staining 
by routine methods and those designed to display fats. 
DawsgQn also used digitonin precipitation, the polar- 
ising microscope, and the Ashbel-Seligman method, 
which is believed to demonstrate ketone groups. The 
average combined weight of the glands was 15-3 g. 
in essential hypertension and 15-7 g. in renal hyper- 
tension, compared with 11-8 g. in the normotensive 
group. The enlargement was due to hyperplasia of 
the zona fasciculata, associated with an irregular 
arrangement of the cells, which were hypertrophied 
and vacuolated and contained abundant lipid. The 
changes in renal hypertension differed from those in 
essential hypertension mainly in the greater extent 
of the zona reticularis ; the difference seemed to be 
quantitative rather than qualitative. The zona 
glomerulosa was not affected in either form of hyper- 
tension. Signs of exhaustion of the cortex were seen 
in renal but not in essential hypertension. It may be, 
however, that the presence or absence of lipids is not 
conclusive evidence of activity or exhaustion,?* and 
to get a more accurate picture fat stains may have to 
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be combined with histochemical demonstration and 
quantitative estimation of the dehydrogenase activity, 
using the tetrazolium-salt method, which gives reliable 
results with post-mortem material. 

Dawson believes that the changes in the adrenal 
cortex in hypertension are secondary, “since it is 
difficult to conceive of a primary adrenal change in 
renal hypertension.” This reasonable assumption 
seems more likely to be true than that of CowaL.a,!® 
who holds that the hyperplasia of cortex and medulla 
comes first, and predisposes to a variety of diseases, 
among them hypertension. Even if the cortical 
changes can reasonably be taken as secondary effects, 
there is little to point to their significance. Are they 
evidence of an increased formation of blood-pressure- 
raising hormones to counteract the effect of the primary 
disease and thus improve the blood-flow, or do they 
indicate compensatory formation of a hormone that 
depresses the blood-pressure? Such a hormone has 
not yet been isolated but its existence was suggested 
by Sorrer ** because of the different actions on the 
blood-pressure of deoxycortone on the one hand and 
total cortical extracts on the other. It is unlikely 
that the changes in the cortex indicate a cortical 
control of the secretion of medullary hormones, 
because hypertensive individuals excrete in the urine 
adrenaline in similar amounts to normal people.® 


Annotations 


A FLYING-SQUAD COMES OF AGE 

Tuts week the 2Ist anniversary of the Newcastle 
Obstetric Emergency Service was being marked by 
celebrations which included the presentation of a portrait 
to Emeritus Professor E. Farquhar Murray, who took a 
leading part in its inception. This flying-squad service 
was brought into being mainly to save lives that might 
be lost during the journey from home to hospital—notably 
through the third-stage complications of haemorrhage, 
retained placenta, and shock. There are now flying-squads 
based on over a hundred and seventy maternity hospitals 
or units in England and Wales; and third-stage com- 
plications account for three-quarters of the calls, which 
amount in all to about 1° of domiciliary deliveries. 
Complications are often unpredictable ; but experience 
has shown that, because of the enhanced risk, patients 
who have previously had third-stage complications, 
pregnant women who are expecting twins, and grand- 
multipar should not be booked for home confinement. 

From a modest 11 cases in 1936 (the first full year of 
operation), the number of cases dealt with by the 
Newcastle service grew to a record total of 146 in 1955. 
The Neweastle scheme, directed since 1950 by Prof. 
Harvey Evers, has been the prototype for many elsewhere 
—but not for all, since the best form depends on local 
geographical and other factors. In Neweastle each call 
is answered by an experienced obstetrician ; and nowa- 
days he is accompanied by an anesthetist, whose help 
has proved invaluable. A senior sister frou the antenatal 
department of the Princess Mary Maternity Hospital (on 
which the service is based) also attends. The flying-squad 
is comprehensively equipped, and the patient is rarely 
moved to hospital. Calls come from up to sixty miles 
away ; and for this large area a policy of simple resusci- 
tation and rapid transfer to hospital by ambulance 
(which has been adopted by some other flying-squads) 
has never been applied. 

Improved antenatal care and selection of cases for 
delivery in hospital would somewhat reduce, but could 
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not abolish, the calls on obstetric flying-squads. The 
service started in 1935 by Professor Farquhar Murray 
and his associates is now recognised as a permanent and 
indispensable feature. 


CHLOROQUINE IN RHEUMATOID ARTHRITIS 


THE discovery that antimalarial drugs may be 
beneficial in rheumatoid arthritis stems from one chance 
observation and two theoretical ideas. Reporting that 
mepacrine was helpful in lupus erythematosus, Page 
mentioned a patient in whom a polyarthritis of rheuma- 
toid type improved at the same time as the skin lesions. 
Lupus erythematosus, especially the systemic type, is 
certainly outstanding among the diffuse mesenchymal 
diseases in the closeness with which any associated 
arthropathy may resemble rheumatoid arthritis, Ilence 
it was natural that mepacrine, although more clearly 
effective in the discoid than the systemic form of lupus 
erythematosus, should be tried in rheumatoid arthritis.* 
Haydu,? in the belief that the tissue requirements for 
adenosine triphosphate are increased in rheumatoid 
arthritis, tried chloroquine because, like other methods 
known to be effective, it inhibits adenosine triphos- 
phatase. That adenosine triphosphate ‘is involved in 
this way in the pathogenesis of rheumatoid arthritis is 
at presont no more than a suggestion based on certain 
hypothetical considerations. Freedman,‘ who has lately 
recorded his experience with chloroquine in rheumatoid 
arthritis, is attracted by the view that rheumatoid 
arthritis is an infective condition, and that antimalarial 
drugs may have a chemotherapeutic action. 

The rationale of treatment with chloroquine is thus 
insecure, but Freedman’s claim to have demonstrated its 
efficacy is based, unlike that of other investigators,’ 5 ¢ 
on a properly controlled clinical trial, and must be 
sarefully examined. The trial included 66 patients, and 
in most of them the effect of treatment was measured 
throughout a period of sixteen weeks. Patients were 
allocated at random to the experimeatal and control 
groups. All received a regular dose of aspirin and 
ascorbic acid. The experimental group were given 
200-300 mg. daily of chloroquine, and the control group 
an equivalent number of dummy tablets. Assessments 
of response were made without knowledge of the type 
of treatment. The chloroquine patients improved to a 
degree which was statistically significant as far as 
tenderness of joints, strength of grip, and dexterity were 
concerned ; but there was no definite change in the time 
taken to walk a measured distance, in the hemoglobin 
level, or in the erythrocyte-sedimentation rate. As 
Freedman himself points out, the improvement in the 
chloroquine group was modest. Clinically there was 
(as would be expected) some improvement in both 
groups; but statistical analysis showed that only the 
change in the chloroquine group was significant. It 
is not clear whether the difference between the degree of 
improvement in the two groups reached significance. 
The two groups were not evenly matched, since the 
chioroquine group contained rather more patients with 
disease of recent onset und with slightly more active 
disease. As Duthie et al.? have shown, this would tend 
to weight the ovtcome in favour of chloroquine treat- 
ment. Freedman held that this factor could not account 
for the difference between the treated and control groups, 
but he does not give figures. 

Sixteen weeks is a short sample of the natural history 
of rheumatoid arthritis. Any drug which influences the 
disease even briefly is of great interest, but only a longer 
Page, F. Lancet, 1951, ii, 755. 
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trial can establish or refute the practical value of any 
treatment. Freedman did, in fact, treat a group of 
patients for a longer period. This part of his investi- 
gation was, however, uncontrolled, and serves mainly 
to establish the superiority of chloroquine over mepacrine 
in terms of toxic effects. Freedman wisely concluded 
that the trial did not definitely prove the value of 
prolonged treatment with chloroquine in rheumatoid 
arthritis, but he believed that his data warranted a 
larger investigation. 


HELP IN THE HOME 


Topay any report worthy of the name—whether about 
old people or babies, hospitals or clinics, general prac- 
titioners or consultants, the family or the isolate, 
tuberculosis or mental disease—is likely to recommend 
‘*the development of the domiciliary services.’”’ In a 
world of almost frightening scientific progress and mech- 
anical complexity, it is perhaps rather consoling that the 
answer to many urgent medical problems should be the 
simple words ‘‘ more help in the home.’ But their 
simplicity is deceptive, and some of the difficulties, 
achievements, and resources which they cover will be 
found by the attentive reader of the recent report on 
London’s health. 

The three principal services which offer help in the 
home are the home nurses, the home helps, and the 
health visitors. In London the home nurses are provided 
by 27 voluntary associations acting as agents for the 
London County Council through the Central Council fer 
District Nursing in London. At the end of 1955, 572 
whole- or part-time nurses were available, of whom 49 
were men. This force paid nearly 2 million visits, giving 
an average of 13 visits daily and a case-load of 24 fer 
each nurse. 41% of the patients were over sixty-five years 
of age and 6% were children under five. Besides pro- 
viding the associations with a grant of 93% of their 
expenses, the L.C.C. lent them 21 cars, and at the 
beginning of 1955 it appointed a supervisor who has 
during the year visited ail the associations and where 
necessary advised in day-to-day problems. Through the 
British Red Cross Society the L.C.C. also lends nursing 
equipment for patients who are getting care in their 
homes. The demand for expensive and unusual equip- 
ment is growing because many chronic sick and disabled 
who were formerly held to be hospital cases are now able 
to live at home. For example, as a result of the work 
of the National Spinal Injuries Unit at Stoke Mandeville 
Hospital, many more paraplegics are now able to look 
after themselves. 

The home-help service is also growing steadily if 
slowly. At the end of 1955, there were 3148 helps—the 
equivalent of 2029 full-timers—compared with 2996 and 
1866 respectively in 1953. Over 80% of their work in 
1955 was for the aged and chronic sick. This service is 
short of staff; but, thanks to the policy of giving some 
assistance to all in need, only 61 applications had to be 
deferred or refused in 1955 compared with 161 in 1954. 
Night helps sit with patients in their homes to allow 
relatives to get some sieep ; but, surprisingly, the demand 
on this useful aid is not heavy, and in 1955 the 48 new 
applications were met. 

The scheme, started as an experiment, to provide help 
in a family crisis so that the children need not be received 
into care is being extended and is now offered for families 
with only one child. (Previously it was limited to families 
with at least two children.) The demand on this service 
is not yet as heavy as was expected—5 families (16 
children) in 1955—but early morning and evening help, 
arranged to cover the gaps between school hours and 
parents’ working hours, was supplied for 205 nr ~ families 
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in 1955 compared to 85 in 1954. At the end of the year 
a scheme was being started to prepare selected home 
helps to work with the health visitors and teach the 
rudiments of housecraft to inexperienced mothers in 
homes which are in danger of breaking down. The 
success of this preventive work is most clearly shown in 
the detailed reports from the boroughs, which record 
that in two L.C.C. divisions it was possible to avoid 
taking 75 and 135 children into care. 

These divisional reports also show how much the 375 
health visitors are contributing and how their work is 
widening. In many London boroughs there are menthly 
reviews of problem families and potential problem 
families who with a little timely help can make a reason- 
ably speedy return to normal. One division also records 
that the health visitors are finding it pessible to give 
more time to the lonely ailing old people. Informal 
meetings are being held with the local family doctors at 
health and welfare centres. Another successful experi- 
ment was to attach a health visitor for part of her time 
to a group practice. Valuable demiciliary work is being 
done by health visitors in connection with the diabetic 
unit at King’s College Hospital, and several health 
visitors have started classes in antenatal relaxation 
and exercise. 

These extra pairs of skilled hands, offering timely aid 
in a home for even a few hours a day, have freed many 
hospital beds and spared many families from anxiety, 
exhaustion, and separation. 


LARYNGEAL GRANULOMA AFTER INTUBATION 


A GRANULOMA involving one or both vocal cords is a 
rare complication of endotracheal anesthesia. In recent 
years it has been gaining recognition as a clinical entity 
and this increase reflects the wider use of intubation in 
modern surgery. Discussing these granulomas, Epstein 
and Winston! record 10 cases treated at the Royal 
National Throat, Nose and Ear Hospital in London. All 
the patients were adults, and women outnumbered men 
by 4 to 1. The relatively small laryngeal aperture in 
the female may make women more susceptible. Direct 
injury to the larynx during the introduction of the tube 
seems to play only a small part, since most granulomas 
followed an easy intubation, often performed with the 
aid of muscular relaxants. Pressure of the tube in the 
glottis is probably the most important cause; and this 
view is supported by the fact that the granulomas always 
arise on the vocal process of the arytenoid and by the 
demonstration ? of the spring-like action of the flexible 
endotracheal tube,- which exerts pressure posteriorly in 
the larynx, increasingly so as the head is flexed. The 
rigid bronchoscope, on the other hand, lies against the 
anterior commissure, and a granuloina has never been 
recorded as a sequel to bronchoscopy. 

The vocal process of the arytenoid forms a rigid unit ; 
the mucoperichondrium is firmly adherent to the cartilage 
it covers and there is no subepithelial connective-tissue 
layer to allow the epithelium to move on underlying 
structures. Injury in this region leads to ulceration and 
the formation of non-specific granulation tissue. Constant 
trauma from the opposite vocal process causes the granu- 
lation tissue to proliferate, and it becomes epithelialised 
and presents as a sessile granuloma. Healing takes place 
by fibrosis, which narrows the base until the granuloma 
becomes pedunculated. This process may continue until 
the granuloma is shed and expelled. Usually it remains, 
causing irritation, hoarseness, and sometimes stridor. 

When an ulcer is seen on the vocal process after an 
operation involving intubation, the development of a 
granuloma may sometimes be prevented by insisting on 
strict voice rest. At a later stage, iio removal of a 
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may recur. Prov 
should, therefore, e 
pedunculated ; and it 
vocal rest. 
NEW POPULATIONS, OLD PATTERNS 

Six family doctors have surveyed their practice in a 
new housing estate 15 miles from the centre of London.! 
It is the first time that such a community has been the 
subject of a survey of this kind, by practitioners aware 
of the possible influence of the new surroundings on the 
people who have come to live in them. 

Information was recorded on a modification of the 
N.H.S. medical-record e« velope continuation sheet, then 
coded, transferred to nuiech cards, and sorted mechan- 
ically. A random 25% sample was taken, including 4800 
people living in 1018 heuses in the area. The consultation- 
rates and numbers of patients consulting were classified 
by social group as well as by sex and age. The results of 
previous work were confirmed. The presence on the estate 
of families rehoused on grounds of ill health did not 
apparently raise the consultation-rate, perhaps because 
the low average age of the community cancelled out any 
such tendency. The extent of the ‘‘ hard core’’ of the 
practice is interesting. 16% of the registered patients 
accounted for half the consultations, and the 7% who 
took up 30% of the consultations represented the real 
bedrock. This aspect of the practice is to be further 
examined, and an analysis of the causes of these consulta- 
tions would be of particular interest. 

It is surprising to learn that as many as 99 prescrip- 
tions were issued for every 100 consultations. Only about 
5% of the registered population consulted the doctor 


exposes a large bare area which 
granulation, so that the granuloma 
“d the airway is adequate, removal 
deferred until the granuloma is 
should be followed by absolute 


without obtaining a prescription—and most of these 
consultations were for reasons other than sickness. The 


prescription-rate seems high, and analysis of the prescrip- 
tions issued, by an arbitrary estimate of their value, 
might be a useful means of future study. 

More inquiries of this kind are needed, and we hope 
for further news from this particular community. 


VITAMIN-D POISONING 

Vitamin D is often prescribed or taken in large doses, 
despite the known dangers, for conditions such as arthritis 
and skin tuberculosis for which more effective and safer 
treatment is now available. Scharfman and Propp ? have 
lately described 4 patients with vitamin-D intoxication 
in which a normochromic and normocytic anzmia was a 
presenting feature. They concluded that this anaemia 
was probably secondary to the azotsemia which in turn 
depended on renal impairment caused by the hyper- 
caleemia of vitamin-D poisoning, which may often be 
unsuspected. Debré and Brissaud * mentioned anzemia 
as one of the features in their series of 27 children who had 
been poisoned by vitamin D. 

Another suggestion,‘ based on animal experiments, is 
that excess of vitamin D and cbolesterol may be related 
to the development of atherosclerosis. It would be 
virtually impossible to substantiate this work in man, 
but it may provide a link with Sincelair’s thesis > that 
many modern dietaries are deficient in the essential 
polyethenoid fatty acids (E.F.a.) and that cholesterol 
consequently becomes esterified with abnormal or 
unusually saturated fatty acids which the body finds 
difficult to dispose of and which could cause atheroma. 
Sinclair has taken his argument a step further ® by 


1. Brotherston, J. H. F., Chave, 8. P. W. Brit. J. prev. soc. Med. 
1956, 10, 200. 
. Scharfman, W. B., Propp. 8. 


2 New Engl. J. Med. 1956, 255, 1207. 
3. Debré, R., Brissaud, H. E. 
1 


Ann. Méd. 1949, 50, 417. 
, icta med. scand. 1956, 156, 


De Langen, C. D., Donath, W. F 
317. 

5. Simelair, H. M. 

6. Sinclair, H. M 


Lancet, 1956, i, 381. 
Ibid, 1956, ii, 101. 


ANNOTATIONS 





1957 


[FEB. 23, 


attributing a part in the etiology of infantile hypercal- 
cemia to E.F.A. deficiency. Sensitivity to vitamin D has 
been suggested as a cause of infantile hypercaleamia.? 
Sinclair has pointed out that roller-dried milk, such as 
National dried, is relatively low in E£.F.A. and rich in 
vitamin D and that this combination might enhance 
the action of unesterified vitamin D and thus lead to 
hypercalewimia. Such a consequence might be regarded 
as a physiological penalty for our persistence in feeding 
babies with milk designed for the young of another 
species, and to which too much vitamin D has been added. 

Infantile hyperealezemia is virtually unknown in the 
United States, where babies are more often fed on evapor- 
ated milk or on modified-dried-milk formula, which are 
richer in E.F.A. and contain less vitamin D. But lack of 
E.F.A. cannot be the only factor since millions of babies 
are fed on National dried milk and only a few get hyper- 
calcemia ; something else seems necessary to initiate 
the hypercalcemia. Infection ® and adrenocortical 
dysfunction ® have been suggested as possibilities. 

These new findings are a reminder that vitamin D is 
not without its dangers and that there is nothing to be 
gained by giving amounts vastly in excess.of physiological 
needs.1° Ideal growth and the prevention of rickets in 
infants can probably be achieved by a daily dose of 
about 500 international units; and if the vitamin is to 
be prescribed for older children and adults a similar dose 
should suffice and should not, as far as we know at 
present, do any harm. 


TIRED YOUNG NURSES 


In the autumn of 1954 correspondents in the Nursing 
Mirror discussed whether young nurses are overtaxed 
and overstrained. A few months later, as a result of these 
letters, a committee, representative of all grades of nurses 
in training-schoois, was set up under the chairmanship of 
Mr. H. A. Goddard, the director of the Nuffield Investi- 
gation Team, to consider the problem further. In their 
report, published this week, the committee attribute much 
of the overstrain and fatigue of these young women (and 
men) to mental and emotional rather than physical causes. 
They point out that the nurse, unlike other students, is 
cut off from her ordinary home life and spends her whole 
time in an ‘‘ abnormal atmosphere of sickness and in an 
‘ artificial ’ community.”’ 

To lessen this strain they suggest that for the first 
year the student nurse’s training should follow more 
closely the conventional academic pattern. The nurse 
should enter the hospital without any preliminary 
training, but she should live in a hostel not run by the 
hospital authorities, keep college terms, and go home for 
vacations. She should be on duty for regular hours and 
her first year should be spent in lectures and ward work 
entirely under supervision ‘with no responsibility for 
ward.” At first sight this restriction on contact with 
patients may seem yet another stitch in the nurse’s 
academic gown. But the committee’s report shows that 
there may well be a real need to protect the young nurse 
from some of the rigours of hospital work. The com- 
mittee sent to 5284 nurses in the South-West Metro- 
politan Region a questionnaire dealing with such subjects 
as their hours of work, ward equipment, catering arrange- 
ments. The 1965 replies show, for instance, that half of 
the students in general hospitals work overtime either 
regularly or often, compared with just over a quarter in 
mental hospitals. In mental-deficiency hospitals all 
students do some overtime and half of them ‘‘ often or 
regularly.’’ Slightly over a third of the students have 
lectures in off duty times. These rigours are no doubt 
due not to harshness but to shortage of staff and the 
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need to maintain a 24-hour service. But they must 
often be a severe test of endurance as well as enthusiasm. 
The committee’s proposal that more should be done 
to recruit older women, trained or untrained, is not new, 
but it is none the less true and it may well be the best 
method of achieving the committee’s ideal of strengthen- 
ing the ‘‘ nurse’s responsibility for, and satisfaction in, 
caring for the patient’s individual and daily needs.”’ 


LONG-CONTINUED ARTIFICIAL RESPIRATION 


GREAT strides have been made in the past ten years 
in the management of patients who need artificial 
respiration for long periods, and MeNicholl and Ferris } 
have lately reviewed the subject. Patients with paralysis 
of the diaphragm and intercostal muscles but a normal 
ability to swallow are the easiest to treat. They are 
best dealt with in a tank respirator, and nowadays the 
emphasis is on starting this treatment early.2, The patient 
may be put in the respirator for a short time when his 
vital capacity is about 50°, of normal. In this way the 
process may be unhurried, and the patient has a chance 
to become accustomed to the machine without being 
entirely dependent on it. Moreover, the nursing staff 
have a better opportunity to adjust the collar, shoulder- 
rest, and foot-rest to the patient’s needs. If the vital 
capacity falls to 30% of normal, the patient must usually 
spend most of the day in the respirator; there is 
certainly no justification for withholding artificial respira- 
tion until spontaneous efforts become grossly inadequate. 
A patient with acute poliomyelitis is liable to vomit, 
and if he is in a tank respirator a large vomit can be 
very dangerous. His mouth suddenly fills with vomit, 
and, as he is supine, sannot run out of his mouth ; 
before he can swallow i, the respirator will make him 
take another breath and he will be very likely to inhale 
the vomit. Once a considerable amount of vomit has 
been inhaled, a hemorrhagic reaction develops in the 
lungs—a condition which is very dangerous and difficult to 
treat. One way of preventing this complication is to pass 
a‘ Polythene’ tube into the stomach before the patient 
enters the respirator for more than a practice run. The 
stomach can then be emptied at frequent intervals so 
that it never becomes very full. Small feeds can be 
given by mouth or tube. 

Devices for positive-pressure respiration (many of 
which are synchronised with the motor driving the tank) 
have made it much easier to handle patients in tank 
respirators. Artificial respiration can then be maintained 
by a mask or through a mouth-piece, or by a plastic dome 
fitted over the patient’s head and neck. By these means, 
nursing care, physiotherapy, and medical examination 
can be carried out without hurry and without causing 
the patient distress. 

When paralysis affects the muscles of swallowing but 
not those of respiration, the patient is normally treated 
by postural drainage in the prone or semi-prone position. 
But if both sets of muscles are involved, the situation is 
more difficult, and the general view now is that such a 
patient needs a tracheotomy. In America a metal 
tracheotomy tube is used and the patient is nursed in 
a tank respirator with a special device to hold the collar 
away from the tracheotomy tube. In Europe, however, 
most people favour a cuffed rubber tracheotomy tube, and 
convenient tubes have been designed for this purpose.* ¢ 
Artificial respiration is then provided through it by 
intermittent positive pressure—the method introduced, 
by Lassen. The advantages of intermittent positive- 
pressure respiration are that the patient is easily acces- 
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sible, so that nursing ca:. and physiotherapy can be 
given to the limbs and chest, and the patient can be 
turned frequently from side to side—an important 
method of preventing chest complications and pressure 
sores. Moreover, the cuffed tracheotomy tube provides 
an absolute barrier against the inhalation of foreign 
material from the pharynx, which a silver tube does not. 
The fundamental arguments seem to favour the European 
policy, but the Americans can justly claim that their 
treatment in tank respirators is now very efficiently 
organised and that a change would be justified only if 
outstanding advantages would result. 

More attention is now being paid to ensuring correct 
ventilation. It is misleading to rely on the pressures 
provided by the respirator, for patients vary widely in 
the ease with which their lungs can be expanded. It is 
much more informative to measure the tidal volume or 
minute volume with a spirometer or gasmeter, and a 
nomogram has been devised ° for estimating the expected 
optimum tidal volume for patients of different ages and 
weights, with corrections for fever, activity, altitude, and 
the presence of a tracheotomy. Serial records of minute 
volume also serve as a guide to the condition of the chest, 
for a drop in minute volume without change in respirator 
pressures suggests that one of the bronchial passages is 
blocked, and treatment may thus be started at the 
earliest possible moment. Other methods of assessing 
ventilation include the measurement of carbon dioxide 
in the patient’s end-expired air, or the estimation of 
oxygen saturation and of carbon dioxide in arterial blood. 
These investigations have obvious advantages, but they 
have not yet become fully established as routine 
procedures. 

Greater care is now taken of protein metabolism and 
of electrolyte balance, for these may be seriously disturbed 
in acute poliomyelitis 7; and the symptoms that result 
may readily be misinterpreted if the means for biochemical 
investigation are not available. In acute toxic poly- 
neuritis also, feeding must: be carefully controlled, since 
cedema can develop very readily. 

It is sometimes implied that poliomyelitis is the only 
disease for which long-continued artificial respiration is 
required. This is not so in th.s country, and in at least 
one respirator centre less than half the patients have 
had poliomyelitis. Other conditions where it may be 
needed include acute toxic polyneuritis,® severe tetanus 
treated with paralysing doses of relaxant,®—!* myasthenic 
crisis,!* and postoperative respiratory difficulties. Indeed, 
the treatment of polyneuritis and tetanus offers a striking 
challenge, for the disease may be devastating in the 
acute stage and yet if the patient can be kept alive 
complete recovery may be expected. Because of the 
seyeral conditions for which artificial respiration is helpful, 
and because of the heavy demands it can make on nursing 
and other services, there is much to be said for putting 
artificial-respiration centres in large general hospitals. 
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THE LANcET, 7, Adam Street, Adelphi, W.C.2. Sub- 
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to receive indexes regularly as published should do so 
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SIX WEEKS IN: SIX WEEKS OUT 


A Geriatric Hospital Scheme for Rehabilitating 
the Aged and Relieving their Relatives 


J. DELARGY 
M.B. Belf., D.P.M. 
PHYSICIAN IN GERIATRICS, LANGTHORNE 
WHIPPS CROSS HOSPITALS, LONDON 


CONSULTA!’ AND 

CarinG for an aged invalid, who can easily become a 
neurotic tyrant, is a fruitful cause of domestic strain, 
leading often to breakdown of the relatives’ health. 
This has serious social implications which demand more 
attention than they now receive. In the Wolverhampton 


inquiry, Sheldon! suggested short-stay hostels and 
permanent homes as means of lifting the relatives’ 
burden. Our experience at Langthorne Hospital, how- 


ever, suggests that an alternative way of dealing with 
the situation may be preferable. Certainly something 
must be done ; because at present the cost of strengthen- 
ing the old and weak is far too often a weakening of the 
young and strong. 

The extent of strain in the family circle can be assessed 
only by visiting the home. In 1955 I paid 902 such visits, 
and I found that in 120 (13%) domestic stress was the 
principal reason why admission to hospital was sought. 
But, whereas the general practitioner thought in terms 
of permanent accommodation in hospital, many relatives 
said that they had no wish to shelve their responsibilities 
and only wanted a rest—especially a night’s unbroken 
sleep. Many seemed to be living on phenobarbitone, and 
quite a few were having treatment from a psychiatrist. 
These were the circumstances which led us to establish 
in our hospital what is now known as the social 
rehabilitation unit. 

The Unit 

The section for women contains 24 beds and is decorated 
and equipped to produce an atmosphere of social well- 
being and happily lacks the formality of the average 
hospital ward. The dayroom is pleasant and not too 
spacious, and has a homely air; open coal fires are 
provided in the ward and dayroom and are a great social 
amenity. The arrangements and the organisation of the 
staff are intended to encourage self-reliance of every kind. 
There are aids towards participation in work. During 
their stay, patients have the benefit of chiropody and 
physiotherapy, and visit the daily activities section of 
the occupational therapy department, where they are 
encouraged to cook, wash and dry dishes, sweep the floor, 
and make a bed. Similar accommodation is provided 
for 10 men and like techniques are employed. 


Admission 

There are no direct admissions to the unit. A patient 
is first seen in his own home and his suitability for this 
special type of environment is‘ assessed. If he is con- 
sidered suitable, we explain to him and to his relatives 
that permanent accommodation will not be given. 
Instead, he is to spend six weeks in hospital, followed 
by six weeks at home and then be readmitted for another 
six weeks. Discharge and readmission will continue 
in this way as long as is necessary. At the end of the 
stay in hospital the relatives are always given the date 
for readmission. This is of great practical importance 
because the entire household can be reorganised and 
routines established which add depth to living not only 
for the patient but more particularly for the relatives. 

The table shows a list of the disabilities of 100 patients 
treated on these lines during the past eighteen months. 


The Social Medicine of Old Age. London, 


1. Sheldon, J. H. 
1948; p. 197. 
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The Patients 

30 patients have died—80% of them during the 
first and second temporary stays. This suggests that 
the death-rate conforms to the usual pattern seen in the 
general wards of a geriatric unit. The disabilities 
encountered are the usual ones in this particular category. 
In this series the patients with old hemiplegia, osteo- 
arthritis, or old fractures of the femur were apt to 
generate much stress. A few comments may be of 
interest. 

Old hemiplegia.—The average duration of the disability 
was three to four years. In the early stages of the illness treat- 
m.ent had been active, but the hospital concerned soon lost 
interest and therapy was discontinued. The morale of these 
patients was low because no attempt had been made to help 
them to live with their disability. 80% were chairfast, mainly 


MAJOR DISABILITY IN 100 AGED INFIRM PERSONS CAUSING 
DOMESTIC STRESS 


30 men 
(average age 74) 


70 women 
(average age 78) 
Disability 


Patients Deaths Patients Deaths 


, a a ee ee “ a" 
Old hemiplegia 14 6 ~ 0 
Osteo-arthritis . 23 2 4 1 
Parkinson’s disease. . a 5 3 4 3 
Old fracture of femur “< 11 4 2 0 
Cardiac illness - nie 12 3 7 2 
Old cerebral thrombosis .. 5 5 5 2 

Total a ‘ ea 70 23 30 7 


because the sound limb had become weak through disuse. 
Many were aggressive, making the atmosphere in the household 
intolerable. 

Old fractures of femur.—In 8 patients the fracture had been 
sustained twelve to eighteen months before the domiciliary 
visit. Orthopedic treatment had been excellent and weight- 
bearing had been achieved, but im order to avoid further falls 
the relatives had persuaded the patients to remain a little 
longer in bed each day. All had disuse atrophy of both limbs. 
The mental health of this group was excellent but they were 
subject to outbursts which caused serious friction, resulting, 
in 3 instances, in the break-up of the family. 

Osteo-arthritis.—70% of these patients were obese, and 
enthusiastic attempts to reduce weight had merely resulted 
in the production of psychosomatic symptoms causing great 
tension in the home. They were reluctant to lose their symp- 
toms, and many of the relatives had suffered great strain. 


Results 


As stress and strain in the household was the principal 
reason why admission to hospital had been sought, we 
felt that a questionnaire to the relatives after the patient’s 
fourth temporary stay in hospital might help us to 
estimate the value of the scheme. Here are a few cases : 


Case 1.—Mr. A, aged 70, had a useless left arm and hand 
(an old disability due to poliomyelitis), gross osteo-arthritis of 
hips and knees, flexion contracture of legs, and incontinence 
of urine. He was mildly confused at times, there were 
aggressive outbursts, and his wife had an acute anxiety state. 
He has been admitted seven times for temporary stay. 

Reply to questionnaire (by wife).—Arrangement of great 
help. This is the first real rest I have had in two years. His 
attitude to me has improved and he is much easier to manage. 
T am very grateful. 

Case 2.—Mrs. B, aged 69, was 
Parkinson’s disease, and was unable to feed herself. Bouts of 
urinary incontinence produced emotional crises. Husband 
had given up a very good job to care for her ; she demanded 
constant attention. The family doctor asked for permanent 
hospital accommodation because the situation was intolerable. 
She has had seven temporary stays. 

Reply to questionnaire (by husband).—I consider temporary 
stays of great assistance. They have enabled me to take on 
a part-time job and I feel ten years younger. When my wife 
returns home she is much easier to manage. She volunteers 
to wash the dishes and does so successfully. She is still chair- 
fast but is more reconciled to her disability. She likes going 
into hd@pital as she feels it helps me. She is not afraid any - 


chairfast because of 
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more as she knows that she will not be kept in hospital 
permanently. 


Case 3.—Mrs. C, aged 89, had fractured her left femur in 
1950. She had achieved full weight-bearing in 1951, but 
then lost interest and often fell. Her son kept her in bed as 
he felt she would fracture her good leg. She became difficult 
and incontinent, and dirty in her habits. Her son, much 
attached to his mother, had spent part of his income in getting 
help for her. Her son’s wife was overwrought and anxious 
and this tension was communicated to their only son who was 
working for his 11+ examination. When the patient was seen 
she was bedfast, with disuse atrophy of the right leg and 
flexion contracture of the left. 

Reply to questionnaire (by son).—Temporary stays of very 
great assistance. The procedure has saved my wife from 
another breakdown in health. Giving her six-week periods 
of rest has changed the atmosphere in my home to the benefit 
of my wife, my son, and myself. We are all amazed that my 
mother can now walk again. When she comes home for a 
temporary stay our nights are undisturbed. My mother is 
very happy with the arrangement as she benefits from the 
company of other old people and the change in. surroundings. 
We are all very grateful and hope that this service will be 
extended to others. 

Replies to 70 questionnaires have been received and 
they are all couched in like terms. They may be summed 
up in a phrase used by the daughter of a patient. She 
says: ‘‘ The temporary stay procedure has made a 
difference to me between existing and living.”’ It is worth 
recording that 3°% of these patients were cared for by 
daughters. Rep. is from general practitioners are equally 
heartening. Only 3 patients have so far become 
‘* permanent ’”’ after the fourth temporary stay, as the 
domestic situation had changed. In the present series 
67% of the patients continue to enjoy the arrangement. 


Observations on the Experiment 


The experiment owes its success to a therapy catering 
for the emotional and social needs of the patients and 
their relatives, and not merely the physical rehabilitation 
of the patients. The latter is always tried, but the 
results are disappointing, for these patients are suffering 
from disabilities of many years’ duration. Teaching them 
to live with their disabilities is an important part of 
therapy. 

When these patients are first seen in their own homes 
they seldom know how much anxiety they are causing in 
the household. They have one fear—that the relatives 
no longer want them and that they are going to be 
tucked away in hospital and forgotten. When the 
temporary-stay is explained to them they are at first 
suspicious but eventually agree to try it. 

Within forty-eight hours of admission social contacts 
are made, conversation flows, and experiences are 
exchanged. The morale of the newcomer is quickly 
raised as she hears about the facilities available and the 
part she will play in the kitchen activities. When she is 
told by several members of the group that they will be 
going home in a few weeks’ time for a temporary stay 
she knows that this too will be her experience. The aged 
infirm are often lonely and welcome those of their own 
age-group with parallel memories, activities, and capa- 
cities ; they feel out of place in a household where every- 
one is younger and active. When relatives visit the 
unit they find the patient an entirely different person, 
who is pleased to see them and expresses, perhaps for 
the first time in years, how much she likes them. They 
react accordingly and make the patient feel that when she 
returns home for a temporary stay she will be accepted 
as a member of the family circle. Family affection is thus 
preserved. A burden has been lightened and a sense of 
responsibility maintained. 

Sheldon ! estimated that 7-7% of the old people were 
causing great strain on the younger generation ; in my 
own series the figure is 13°,. The burden will, I believe, 
continue to grow, because there will be more aged in 
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the community. Incapacity, rather than old age, is its 
true measure, and no matter what medical and social 
progress is made, relatives will be required to share 
it. Geriatric centres could, in the way we are trying, give 
intensive medical and temporary social care to a 
considerable proportion of infirm patients, and reduce the 
need for long-stay annexes. 


Summary 

The aged infirm are increasing in number, and the 
stress imposed on relatives caring for them is not fully 
appreciated. The measure of this stress can be assessed 
only by a domiciliary visit. In 1955, 902 such visits were 
paid, and in 120 (13%) cases stress in the home was 
the principal reason why admission to hospital was 
sought. Many relatives only wish the burden to be 
lightened and the temporary-stay procedure, which is 
described, does this. 

A few of our case-b 
and social problem, 
to relatives show t} 


“1 
itl 


strate the type of medical 
lies to a questionnaire sent 
a great need has been met. 


THE GAZIER PLAN 


FROM A PARIS CORRESPONDENT 


SOMETHING seems to have gone wrong with the game 
of musical chairs which has for so long been a part of 
French politics : the present government is still in power, 
after more than a year. Unless the music stops very 
shortly—and this seems unlikely—parliament will amend 
the 1945 law governing the French social-security system. 
Already the proposed amendments—the ‘‘ Projet Gazier ”’ 
as they are called after the Minister for Social Affairs—are 
being studied by the relevant government departments 
before it is discussed by the Assemblée Nationale in the 
next few weeks. The medical profession is up in arms 
against it: the Confédération des Syndicats Médicaux, 
the French equivalent of the B.M.A., has unanimously 
adopted a resolution flatly rejecting it; VOrdre des 
Médecins, the French General Medical Council, has 
opposed it; and the venerable Académie de Médecine 
has ‘‘ denounced the danger of administrative regulations 
which could jeopardise the proper treatment of patients 
and the mission and dignity of the medical profession.”’ 

What is it all about? French medical practice is 
based on four principles: the patient should be free to 
choose his doctor ; the doctor should be free to prescribe 
without limitations of any sort; strict professional 
secrecy should be maintained; and the doctor should 
be at liberty to decide his fee with the patient. It is 
around this last principle that the battle is raging. 


THE PRESENT SOCIAL-SECURITY SYSTEM 

In 1945, the original law on social insurance (1928) 
Was recast and made more comprehensive: social 
insurance became social security. Unlike the British 
system, French social security rejects the prineiple of 
universality, but where it operates (in the large majority 
of cases) it covers all needs ‘‘ from the cradle to the 
grave.’ It even anticipates the cradle by providing 
financial incentives to have large families. 

In the matter of medical benefits, the principles 
governing the original law remained unchanged. The 
patient pays a fee to his doctor, whether physician or 
surgeon, for each item of service, and he is reimbursed 
80% of a theoretical fee given on a scale established by 
the social-security organisation. These theoretical fees 
are supposed to be fixed by agreement between the local 
branch of the social-security organisation and the local 
chapter of the medical association. In practice, agree- 
ments have been reached only in a few instances, because 
the social-security organisation insists on fees which the 
doctors say are much too low. Since the law provides 
three categories of exemptions for doctors, most patients 
are reimbursed for only 50-60% of their outlay for a 
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general practitioner and less for a specialist—except when 
they go to hospital. 


THE ORIGINAL PROPOSALS 

The present government, supported by trade unions, 
holds that the existing system needs reform; and in the 
minds of most doctors the cure proposed will destroy 
medicine as a liberal profession. Clumsy handling by 
the government has made matters worse. 

The government’s key idea is to establish a precise 
scale of fees and to make it compulsory for all but 15% of 
doctors, who will be free to charge what they want on the 
understanding that their patients will not be reimbursed 
for anything except medicines. The minister feels that 
by sacrificing ‘‘ freedom for fees’’ he saves the other three 
principles which, in his opinion, are more fundamental. 

Most French doctors think it is extremely difficult to 
codify rigidly medical consultations, since each is essen- 
tially different. If fees are standardised, doctors will be 
obliged to see more patients to maintain their present 
standard of living and in consequence patients will 
receive poor attention. The older and more experienced 
man will be unable to charge more and the younger man 
with higher qualifications will likewise be handicapped. 
The French feel strongly that the family doctor is the 
first line of defence against disease. The more he can 
tackle, the less will be referred to hospitals, which should 
be reserved for difficult cases or special treatments. The 
French medical profession is united in the belief that 
nothing must be done that will lower the standard of 
general practice and lead to ‘‘ assembly-line ’’ medicine. 

What of the 15% of doctors who would be outside 
the scheme ? The profession believes that the creation 
of a special category whose services will not be reimbursed 
destroys the principle of ‘‘ freedom of choice.’’ All con- 
sultants will be in this category, and it is argued, there- 
fore, that all but the wealthy will be discouraged from 
seeking a second opinion by private consultation. 

Another difficulty is being foreseen: France 
country of competitive examinations, and there are many 
hurdles that the would-be consultant must clear; 
what will happen, it is being asked, to those with 
excellent training and long experience but who have not 
made the grade simply because there were not enough 
jobs to go round? They will have to go into general 
practice without being allowed to charge more than their 
colleagues who took up practice immediately after 
qualifying. Will this not deter the younger members of 
the profession from taking the examinations ? Moreover, 
as many declare, a flat 15% cannot fairly be applied to 
all regions of France, since there are more consultants 
in university towns than in the country. 

Among other less fundamental objections to the Projet 
Gazier is the suggestion that it would be better to hitch 
the agreed fees to a sliding scale based on the cost-of- 
living index and the general wealth of the country. 
Few doctors find solace in this plan. 


SECOND THOUGHTS 


The final draft has not yet been submitted to parlia- 
ment, and already changes are being made. For example, 
it is now suggested that patients of ‘* free-fee ’’ doctors 
be refunded on the basis of the legal rates, and that the 
‘* free-fee’’ doctors will represent 15° of medical practi- 
tioners for the whole of France and not by region. 
Moreover, provision is proposed for the recognition of 
specialists and consultants who may not possess the 
relevant degree or diploma but whose personal merit 
warrants recognition. Finally, the latest plan is that 
doctors’ fees will follow the cost-of-living index (which 
is manipulated by the government) and the purchasing- 
power index established by the Institut National de la 
Statistique (which is free from manipulation). No doubt 


the final draft will be further amended by parliament. 
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THE PATIENT’S VIEWPOINT 





For the patient, who is also a taxpayer and a con- 
tributor to the social-security scheme, some of these 
discussions seem theoretical. He pays his dues and would 
like to get his money’s worth. ‘‘If this scheme is 
adopted,’ he asks, ‘‘ will I be refunded 80% of my 
doctor’s bill ?’’ The answer must be an emphatic ‘‘ no.”’ 
The deficit of the social-security system is increasing 
yearly and nothing short of reorganisation will stop it. 
Having tasted military medicine, he dislikes anything 
that resembles the front-line ‘* sorting ’’ type of medicine : 
if that is what the scheme will amount to, he does not 
want it. He does not like hospitals very much and prefers 
to be nursed at home. He knows that hospital medical 
care will be the very best, but somehow he dislikes the 
common ward. He realises that the social-security 
system needs overhauling, but in spite of a cumbersome 
administration it works well enough—if only he were 
refunded more. 

MORE THAN FEES 


No-one disputes that something must be done to 
streamline the French social-security system, and many 
feel that major surgery is needed. As thre doctors see it, 
however, the proposed reform is tinkering with the 
fundamental problem: it is an attempt by the govern- 
ment to lighten the sick man’s burden—at the doctor’s 
expense. The medical profession interprets these moves 
as more than a challenge to their fees: France is one of 
the few Continental countries where medicine has retained 
its traditional liberal character ; and the great majority 
of French doctors will resist any effort to change the 
existing pattern. 


Medical Education 


THE UNIVERSITY HOSPITAL 


Davip H. Patry 
M.S. Lond., F.R.C.S. 
SURGEON TO THE MIDDLESEX HOSPITAL, LONDON, AND DIRECTOR 
OF SURGICAL STUDIES IN THE MIDDLESEX HOSPITAL MEDICAL 
SCHOOL 


THE close association of universities and hospitals is a 
late development in this country as compared with in 
Germany and the United States. There is general agree- 
ment that the meteoric advance of medicine in America 
in the present century is due largely to its linkage with 
the universities, and this is one of the reasons for the 
current trend towards strengthening similar university 
linkages in Britain. It would be wrong to pretend, how- 
ever, that the problem is an easy one, or that it is auto- 
matically solved by the application of a formula which 
works in other countries where the historical background 
and present conditions are different. It is easy too to 
fall into the error of repeating clichés, or using words 
such as ‘‘ research,’ ‘‘ teaching,’’ or ‘‘ duty to one’s 
patients ’’ merely as slogans, or even as weapons with 
which to beat one’s opponents. The brief observations 
which follow are merely an attempt to define and clarify 
some of the problems. 


Some Definitions 

A hospital is ‘‘ an institution for the care of the sick,”’ 
and a university (to paraphrase slightly the words of 
Adlai Stevenson) ‘‘ an institution whose function is the 
search for truth and its communication to succeeding 
generations.’’ The functions of the hospital and the 
university in a university hospital are thus complemen- 
tary rather than antagonistic. A hospital’s work is 
concerned with the present, a university’s with the 
future. The hospital’s primary duty is te the sick people 
who seek its aid. The university is largely responsible for 
the doctors, and hence for the medicine, of the future. 
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So far from there being a conflict between these two 
objectives, the long-term perspective associated with the 
university ideal should result in a higher standard of care 
for patients ; and the general experience shows that it in 
fact does. 

Integration 

The problem thus becomes one of integration. It must 
be recognised that mere placing together does not 
constitute integration. It may even mean the reverse, 
as illustrated, to take a political example, by the history 
of the modern State of Israel. A similar state of affairs 
may obtain when a university department is established 
in a hospital. The teaching hospitals of this country 
have a long and honourable tradition, built on the demo- 
cratic ideals of individual freedom and _ responsibility. 
Many of those working in these hospitals fear the estab- 
lishment of an authoritarian professorial system on the 
Continental model. The reaction to this fear may be the 
isolation and insulation of the university’s clinical depart- 
ments. Though they may do excellent work under these 
conditions, they obviously fail to have the influence they 
should on the hospital as a whole. The remedy would 
seem to be for the university to recognise the strength 
and value of the democratic tradition in the teaching 
hospitals, and seek to harness these qualities in the 
service of the university ideal. The university department 
should be neither authoritarian nor insulated, but rather 
coérdinating and catalytic. 

Research 

Research is usually divided into pure and applied. 
Conant ! gives, as the main examples of this subdivision 
in the modern world, un versity research, which is 
primarily concerned with the discovery of fundamental 
principles, and industrial research, which is pr marily 
directed towards the solution of immediate practical 
problems. Medicine is an applied science, and therefore 
much of medical research must approximate to industrial 
research. Since there is no lack of immediate practical 
problems in all branches of medicine, research in a 
university hospital should be regarded as a general 
activity in which the university department has a special 
role. Apart from the investigation of its own practical 
problems, the special functions of the university depart- 
ment are the providing of posts for, and the training of, 
research-workers, and the search for fundamental prin- 
ciples. To perform these functions, the department 
needs research facilities and research assistants under its 
own control, as well as a liaison with the preclinical 
and hospital research departments. 

Teaching . 

The teaching hospitals of this country are by tradition 
regarded as primarily concerned with undergraduate 
medical education—the term ‘‘ primarily ’’ often being 
interpreted as ‘‘ almost exclusively.’’ As a result, little 
attempt has been made by the universities of this country 
to define and control postgraduate medical education. 
This is in striking contrast with the United States, where, 
since the end of the last century, the universities have 
closely guided the course of higher medical education. 
Probably the attitude of the teaching hospitals of this 
country has been determined by their looking on post- 
graduate education mainly as a matter of cram courses 
for higher examinations, with all the interference with 
undergraduate education that these courses often cause, 
whereas such courses really constitute a relatively unim- 
portant part of postgraduate education. A greater interest 
in postgraduate education by university hospitals weuld 
be fitting to the position of this country as the heart of 
a great commonwealth. Moreover, some control by the 
universities of the appointment of registrars may be the 
only solution of the registrar problem. 

As regards undergraduate education, there are large 
questions of principle, content, and technique which I 


1. Conant, J. B. The Citadel of Learning. New Haven, 1956. 
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shall not broach here. But the point to emphasise is that 
the university department should be concerned not 
merely with teaching in its own unit, but with the 
mobilisation of teaching ability and material in the 
hospital as a whole. As regards postgraduate education, 
the special functions of the university department should 
be the provision of facilities for and the encouragement 
of research. 

Suggested Academic Organisation of University Hospital 

Much of the voluminous writing on medical education, 
while enunciating ideals which meet with general approval, 
is vague when it comes to their application. An attempt 
will therefore be made here to outline a scheme of 
integration between university and teaching hospital, 
starting from the principle that the democratic traditions 
of the teaching hospital should be preserved but its rela- 
tions with the university strengthened. 

Under the chairmanship of the dean of the medical 
school and responsible through the academic board to 
the school council, the clinical professors might constitute 
a clinical education committee. Under this committee, 
each clinical professor would be chairman of a medium- 
sized subcommittee, widely representative of the clinical 
teachers in the corresponding subject, and advising on 
all aspects of education—e.g., lectures, the full use for 
medical education of the clinical material in all depart- 
ments of the hospital, and the organising of staff meetings. 
This last function, and the fostering of the tradition of 
all grades of staff assisting at such meetings, should be 
regarded as especially important. To emphasise his 
codrdinating function, the full title of a professor should 
be ‘‘ professor of medicine, and chairman of the medical 
education subcommittee ’’—and similarly for the other 
professors. The above committees should meet regularly, 
but ordinarily this should not be necessary more thap 
twice a year. Owing to their representative character, 
the advice they give through the dean to the school 
council is not likely to give rise to difficulty when con 
veyed by the school council to the hospital. 

The University Unit 

Some such organisation as the above should ensure 
that the university unit exercised the maximum catalytic 
and coérdinative influence on teaching and research in 
the hospital as a whole. This would be achieved too by a 
form ‘of partnership, and without impinging on the 
individuality and resultant vitality of the other units. 
As regards the organisation of the university unit itself, 
it should have some additional beds as compared with 
other clinical units (chiefly to provide clinical facilities 
for its research assistants), and facilities (if possible close 
to the wards) to enable it to fulfil its special functions in 
clinical teaching and research. 

Private Practice 

Finally, brief reference must be made to private 
practice. Too much importance has probably been 
attached to this question by the universities in the past : 
indeed there has been a danger of a clinical professor 
being defined merely negatively as someone to whom 
private practice is forbidden. A clinical professorship 
should clearly be substantially a whole-time job, but 
the desire of the university to protect him from private 
practice sometimes contrasts with the excessive calls 
the university often makes on his time for administrative 
work, examining, and visiting. The pros and cons of 
allowing some limited private practice have often been 
argued, and I shall not go into them here. In my opinion, 
however, the main disadvantage of cutting off the clinical 
professor from all private practice is that it makes him 
different from his colleagues in kind, and not merely in 
degree, and hence makes integration of the university 
department and the hospital as a whole more difficult. 
If the universities would adopt a less rigid attitude, this 
would give the teaching hospitals the opportunity to 
experiment, without their adopting such extramural 





422 


THE LANCET] 
devices as the appointment of directors rather than 
professors. The present power of the universities over 
medical education is so great, if they choose to use it, 
that they should have no difficulty in reviewing and 
controlling experiments carried out under their egis. 


CONCLUSIONS 

The universities should devote their attention not 
merely to the establishment of university units in 
teaching hospitals but to their integration with the 
hospital to produce true university hospitals. The 
Continental authoritarian professorial system is unsuited 
to the democratic medical traditions of this country, and 
attempts to introduce it are undesirable. On the other 
hand, the non-integrated professorial unit, though 
capable of excellent work, does not by itself make for a 
true university hospital. The time is ripe for universities 
to encourage experiments, aiming at the establishment 
of such integration. 


Public Health 


PEDICULOSIS CAPITIS 
A COMPARISON OF TWO REMEDIES 
I. D. M. NEtson 
M.B. Belf., D.P.H. 


DEPUTY MEDICAL OFFICER OF HEALTH, 
OF BRIGHTON 


COUNTY BOROUGH 


S. A. CROMIE 
B.Sc. (Pharm.) Belf., M.P.S.N.I. 


INDUSTRIAL PHARMACIST 


Ir seems strange that, despite progress with insecticides, 
pediculosis capitis should still be so prevalent among 
school-children. Official national figures showed that 
of those examined in the schools of England and Wales 
in 1953 1-9% were found to be verminous.! Beare ? 
points out that the prevalence varies, and that often 
more than half of a school population are infested. 
He quotes a fairly constant annual figure of 8% from 
the total school population of Belfast. 

One of us (I. D.M.N.) has circularised principal 
school medical officers of county boroughs of England 
and Wales. The information they have kindly supplied 
shows that in 77 county boroughs for the four years 
1951-54 the proportion of children with nits or lice ranged 
from 0-5 to 22-9%; the averages being 6:9%, 68%, 
62%, and 55% in 1951, 1952, 1953, and 1954 respec- 
tively. For 34 counties the corresponding averages 
were 2:7%, '2:7%, 2:2%, and 1-9%. 

In considering such figures one must recognise differ- 
ences of definition. In some areas the presence of one 
nit classifies a child as ‘*‘ dirty,’’ excluding it from school 
until clean, whereas in others a child is not ‘‘ dirty ”’ 
unless lice are present. 

The principal school medical ofiicers of the county 
boroughs also told us what preparations were used in 
their school health service. Taking the one mentioned 
first in each return (for many mentioned two or even 
three), we found that the following were those most 
commonly used : 

1. ‘Suleo” hair emulsion containing 2% 
(D.p.T.) and 1% pyrethrums B.P.C. 

2. ‘ Lorexane ’ concentrate, containing 1% gamma benzene 
hexachloride (“ Gammexane ’). 

3. ‘ Lorexane’ head lotion, 
benzene hexachloride. 

4. ‘ Esoderm’ medicated shampoo, containing 1:0% dico- 
phane. 

5. Dicophane (in various bases and strengths). 


dicophane 


0-20 


containing 2% gamma 


1. Report of the Chief Medical Officer, Ministry of Education 
H.M. Stationery Office, 1954; p. 141. 


Practitioner, 1956, 176, 484. 


for 1952-1953. 
2. Beare, J. M. 


PUBLIC 
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TRIAL OF PREPARATIONS 
Over 400 infested Brighton school-children were 
treated alternately with either suleo hair emulsion 
or esoderm medicated shampoo. Bearing in mind 


the difficulty some workers * had experienced in obtaining 
similar results with the same preparation in different 
parts of the country, it was decided that all the examina- 
tions and re-examinations should be done by one nurse 
and all the shampooing and applications by another ; 
both had had long experience in this work. This ensured 
that all the classificatious of infestation would be reason- 
ably constant and thai the two preparations would be 
used under similar conditions. During the trial the 
results were computed after each hundred cases or 
thereabouts, and they remained fairly constant through- 
out. No choice of preparation was allowed, and within 
the same family children were treated with different 
preparations. 

The parents were asked, in a letter from the school 
medical officer, not to interfere with their children’s 
hair in any way, except as recommended by the manu- 
facturers for each preparation. Ali the children were 
re-examined after twe weeks. 

RESULTS ’ 

It appears from the table that esoderm medicated 
shampoo gave better results than suleo hair emulsion. 

Of the four common preparations mentioned above, 
esoderm is the only one which washes the hair as well 
as attacking the vermin in it. It has, therefore, the 
advantage that the infested person can return to the 
community at once with a “‘ clean ’’ head. 

Esoderm was probably the most difficult to use 
clinically, in that it entailed a shampoo and the hair 
had to be dried. It was found, however, that the detergent 
base assisted in the removal of nits. 


GENERAL OBSERVATIONS 

In comparing published statistics, a difficulty arises 
because the number of infested children can be expressed 
either as a percentage of the total number of examina- 
tions or as a percentage of the school] population 2t the 
time. Moreover, when figures are given, the procedure 
of inspection should be stated. In some schools head 
inspections are made at the beginning of term, while 
in others they are as frequent as once a month. Again, 
the whole school may be inspected or only the junior 
department. 

Some local authorities accept full responsibility 
themselves for cleansing ; others place the onus entirely 
on the parents. In our opinion, the onus should be placed 
on the parents, with guidance from trained staff. 
Curnow,‘ like some others, uses the threat of court 
action for persistent offenders ; but most medical officers 
prefer to leave the matter in the hands of staff who, by 
instruction and persuasion, can usually make the most 
difficult families see reason. ‘The families in the lower 


3. Busvine, J. R., Burn, J. L.. Gamlin, R. Med. Offr. 1948, 79, 121. 
4. Curnow, R. N. Annual Report of the County Medical Officer of 
Health, Cornwall, for 1952. Truro, 1953. 


RESULTS OF TREATMENT WITH TWO PREPARATIONS 


Suleo Esoderm 
Before After Before After 
treatment treatment treatment treatment 
Nite .. 90 (43-2%) |) 26 (124%) 125 (55-8%))| 14 (6-2%) 
Many nits 75 (35-9%) 2 (1%) 69 (30-8%) 1 (0-4%) 


Lice and many 


nits e- | 37 (12-9%) 1 (0-5 %) 14 (62%) _ 
Lice and nits 14 (6°7%) 1 (0-5 %) 6 (2-7 %) — 
Few or very 
few nits 3 (1:3%) 53 (25-4%) 10 (45%) 34 (15°2%) 
Clean. . 126 (60-3%) - 75 (781%) 
Total 209 209 224 224 








Te = YW 


“oe we 


e_ ST ‘ 


wa SY 





THE LANCET] 
social classes, and problem families, may often be 
the most codperative, making full use of the services 
provided ; in such situations particularly, it is important 
to have the right kind of adviser. 

It does not matter whether the staff who undertake 
this work are trained nurses or not, provided they have 
the right personality. School nurses are scarce; but 
most authorities, certainly in urban areas, should have 
no difficulty in finding suitable people to carry out the 
work. In this field there is an absolute argument for the 
nursing staff of the school health service and the public- 
health service to be one. 

Reinfestation takes place mainly in the family circle, 
the same children requiring treatment time after time. 
Hence, some attempt should be made to examine and 
treat the other members of the household. In attempting 
this it is very helpful to be able to advise the use of a 
preparation which is acceptable to all members of the 
household. In our experience there is no doubt that a 
preparation which washes the hair as well as disinfests 
is the one of choice. 

We should like to thank Dr. W. 8S. Parker, medical officer 
of health for Brighton, for facilities for the trial, and Dr. F. 
Langford, county medical officer of health for East Sussex, 
for help with the figures from county councils. 
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Life Tables 


The life tables volume?! of the Registrar-General’s 
Decennial Supplement for England and Wales, 1951, 
contains English life tables no. 11, prepared by the 
Government Actuary. The tables, published for males 
and females separately, are based on the 1951 Census 
populations and on the mortality experience in England 
and Wales as a whole in the three years 1950-52. 


In addition to the main tables for the country as a whole, 
life tables on an abridged scale are published for Wales and for 
Greater London. The expectation of life of a boy at birth 
has increased by nearly 15 years in the past 40 years; for 
a girl the increase is more than 16 years. These increases are 
largely the result of improvement in infant mortality. For 
men aged 60 the expectation of life on 1950-52 mortality is 
about 14°/, years, an increase of only */, of a year on the figure 
20 years earlier, whereas for women it is now 18 years, 
an increase of 1"/, years. Alone of all the major conurbations 
Greater London experienced lighter mortality than England 
and Wales as a whole. The sharpest geographical contrast 
was between the Merseyside conurbation, with mortality for 
men 21% above the national average, and the Eastern region 
(mainly rural), with mortality for men 14% below the national 
average. 


1. Registrar-General’s Decennial Supplement, England and Wales, 
1951. Life Tables. H.M. Stationery Office. Pp. 37. 3s. 





Medicine and the Law 


Could a Child be Born ? 
FROM A CORRESPONDENT 


THOUGH the courts ought not to feel themselves bound 
to give effect to every scientific thesis, yet clearly the 
Law should not so ignore medically accepted facts as to 
violate common sense. Recent recommendations of the 
Law Revision Committee (a body consisting of judges and 
practising and academic lawyers who consider matters 
referred to them with a view to legislative reform) aim to 
make more realistic certain aspects of the Rule against 
Perpetuities. 

Though generally the Law was sympathetic to property 
rights and encouraged freedom of disposition, yet it 
early recognised that no good came from allowing 
testators and settlers to tie up their land through genera- 
tions unborn. Otherwise dynasty-forming ambitions 
would prompt patriarchs of the past to settle their land 
first on living children, and then down through their 
children’s children so that successive estates might 
spring to life in the future and no-one have the power 
to break the shackles on free transfer. The Rule as 
developed provides that where an estate is to arise in 
the future it must vest within the perpetuity period. 
This is taken as the duration of a chosen life which 
exists at the date of the testator’s death (if the settlement 
is by will) plus 21 years. Any life may be chosen including 
one en ventre sa mére, or even a number of lives so long 
as they can be traced so that it will be known when the 
last life ends. At the end of the 21 yes a period of 
gestation may be added. The future esi’. must vest 
—if it is to vest at all—inside this period. if there is any 
possibility that it will vest outside the period then the 
gift fails. So keen was the law to keep settlers within 
bounds that if would not even allow a period to wait 
and see whether in fact the estate did vest in the period 
or whether the unlikely chimzra would appear. 

One assumption made for this purpose (though it is 
not always made in other issues) is that of life-long 
fertility. Wherever a woman might have a child who 
would affect the vesting, then a doctor cannot be heard 
to say that after a certain age, however conservatively 
estimated, no child could be born. Sarah is the exemplar 
and evidence of disabling deformity including, semble, 
removal of the uterus would not help a beneficiary to 
show that there was no chance of a rival claimant. 


Thus in Re Dawson 1889 a gift was made to the children of 
the testator’s daughter (D) who attained 21 and the grand- 
children of D who attained 21 born of D’s children who died 
under 21. A hypothetical grandchild might attain 21 outside 
the period, if D had a child after the testator’s death who 
died under 21 leaving children who in turn might become 
beneficiaries at 21. The birth of a child to D after the 
testator’s death was improbable since D was 60 when the 
testator died, but it was held that the mere improbability 
that D would have a child was not enough to close the class 
entitled, and so the whole gift violated the Rule against 
Perpetuities. 

The cases have been concerned with a woman of 62, spouses 
c 46, and, in Jee v. Audley 1787, with spouses both 70; yet 

as said here to be of great inconvenience and a dangerous 
¢-,or-aent to allow conjecture on such matters as their 
ability to have children, and evidence was excluded. It was 
said in Re Dawson that similarly medical evidence of incapacity 
for other reasons than age would be excluded, and it could 
not be shown that a man was sterile. 

If the new recommendations are adopted they will 
make changes in assumption without affecting the main 
objects of the Rule. It is suggested that a court shall 
presume that a woman who has reached the age of 55 
is not capable of havin a child; and that a boy or girl 
under 14 shall similarly for the purposes of the Rule be 
regarded as lacking capacity. This will allow the courts 
to decide when the settlement or will is in dispute that 
a woman as in Re Dawson will not have future children 
so that the property will be capable in law as well as 
fact of vesting within the period. But, since the unusual 
may happen, this presumption should be rebuttable by 
proof that a woman over 55 is pregnant at the time of the 
proceedings when the validity of the vesting must be 
decided. Similar evidence may be brought when, for 
example, a girl of 13 can be shown to be pregnant. But 
though this may be thought to be a more likely even- 
tuality than the other it will’perhaps not often be invoked, 
since legitimate children are usually referred to, and 
where English Law is to govern the question, a child 
under 16 cannot have a legitimate child. 

Thus medical evidence will be required sufficient to 
satisfy the court that the presumption should be rebutted 
at the time when the validity 1s in question; and the 
court’s decision shall be accepted even if subsequent 
events prove it to have been wrong—though without 
prejudice to the child’s right to property not in the event 
void for perpetuity. 

It now remains to be seen whether Parliament adopts 
the recommendations. 





424 THE LANCET] 


In England Now 


A Running Commentary by Peripatetic Correspondents 

February fill-dyke has done well so far. My gardener’s 
anxious voice when I drive away in the morning, ‘ Go 
steady through the water, doctor’’ reminds me of our 


old coachman as we set off on our ponies for the meet. ° 


‘* Now Miss Glady, don’t you ’arrap ’er about.” 

Last night I was safely at home when a knock at the 
door revealed an agitated young man with bare feet and 
trousers rolled up above his knees, standing in the porch. 

“Can I telephone for a tow ? The road’s flooded.”’ 

** It does.”’ 

“They don’t give you any warning.” 

“No they don’t.” 

“ T’ve driven the car right into it.’’ 

‘So have I before now.”’ 

““Tt’s very cold.”’ 

‘TI always carry wellingtons.”’ 

** My father’s in the car, I hope he won't try to follow me.” 

So did I, but while the young man was wrestling with 

‘inquiries ’’and the intricacies of our country telephone, 
father arrived, roaring the engine, hooting and splutter- 
ing, with smoke, steam, and a blaze of headlights. They 
left, this time with a warning, ‘‘ There’s another flood 
about 400 yards up the road.” 


* * * 


From a stay-at-home doctor's postbag 

I had a wonderful time in West Australia. After a fortnight 
in Borneo, where I was in the jungle doing some work on the 
infertility of Muruts (since the British Government has 
stopped them head-hunting they have lost their pride and 
become dirty ; so when they get married at an early age, 
after an abortion or childbirth, the women become septic and 
gel) a parametritis, hence sterility), I flew on to Darwin where 
I landed in the middle of the night. 

In spite of what is said about Darwin I liked it. I spent 
two days there dodging the flies and then flew on to Port 
Headland. If you know where Port Headland is, you will 
realise it is on the edge of the outback. I flew round with the 
flying doctor there for about a fortnight in a small aeroplane 
that went backwards when the wind blew. It also went in 
every direction, up and down and sideways, but I penetrated 
all over the outback. I went into some very distant places, 
including Marble Bar, Nulgaine, and Jiggilo, which, in case 
you don’t know, is on the edge of the desert. 

After that I flew down to , had a very interesting 
two days with the local doctor, and then spent twenty-four 
hours whaling. I took some excellent pictures of this. After 
[ arrived back about midnight, went to my pub, and had got 
the smell of whale-oil off, it was obviously too late to ring 
the doctor to thank him. I was due to fly off the next day, 
but just as T was about to set off news came through that he 
had been drowned in tragic circumstances. With two friends 
he had gone fishing and had been swept away by the sea. 

Clearly I couldn't tly out of in circumstances like 
this, so I stayed on and took over the local practice for nearly 
a week. This included two obstetric cases and one infanticide. 
Fortunately no major surgery was needed ; I shouldn’t have 
been able to do it if it had been, but I had some difficult and 
interesting medical cases. 

Eventually I arrived in Perth thoroughly exhausted, and 
caught the ship which called up the west coast of Australia. 
We left Australia at Broome, and forty-eight hours out the 
ship’s doctor burst into my cabin at 7 A.M. and asked me to 
see a man with a perforated gastric ulcer. After I'd collected 
my wits I went along to a fellow passenger’s cabin and after 
considerable cogitation announced that I[ didn’t think he had 
a P.Gc.U. but hepatitis—possibly early infective hepatitis. 
However, I spent a very miserable day thinking that the 
ship was steaming further away from medical aid and [ was 
cooking an acute death. I must say I was glad to wake up 
the next morning to find the patient still alive and with 
definite localising signs. Eventually he turned out to have an 
amcebic abscess, a diagnosis which I did in fact suggest later 
in the course of the voyage. 

That I think is all the news, except that I may be in London 
in February on my way to New York, but it will only be for 
about two days. 


IN ENGLAND 
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NOW 


Tremors of the human body, whatever their cause, are 
easily recognised. Earth tremors are different. Some two 
years ago, | was on holiday when, at 8 o’clock in the 
morning, my bed—in fact my whole house—shook 
violently, although I was some 55 miles south of the 
area where the tremor was greatest. My second experi- 
ence was ten days ago when I was doing outpatients 
in a town some 50 miles south of Derby The room I was. 
in felt as though it was being humped from side to side 
for about three seconds. No-one took much notice, even 
when I said to my house-physician: ‘‘ That is an earth- 
quake!” The sister registered incredulity but greeted 
me next morning with an apologetic ‘* You were right! ”’ 


” * * 


I don’t think we have done ourselves any good by 
pinching the title of doctor. You only have to look up 
the O.E£.D. to see how its meaning has become vulgarised 
and of course everyone knows that the vet. doctors a 
tom-cat. Then we have to contend with the frightful 
people who greet us with a hearty ‘“‘ Hello, Doc!” By 
all means in the future let us be known as physicians. 
Hello, Phiz! 

. * * 

The police had considered that my evidence might be 
needed in the case. So for three hours before and two 
hours after the luncheon interval I sat ip the public seats, 
my thoughts uneasily preoccupied with the debt of 
work accumulating in my absence. The case was dis- 
missed, inside of ten minutes, without any contribution 
from me. 

At teatime my wife was reading aloud from the corre- 
spondence columns of the local paper. Several readers 
who had been kept waiting unduly long at doctors’ 
surgeries seemed to be asking for an appointment system. 
‘* T see their point at present with unusual clarity,’’ I said 
as I departed to do the sizeable list of visits that would 
have been completed in the morning, had circumstances 


allowed. 
* * * 


Point the forceps up a little, Barlow. Thank you so much. 
Cut. Shorter! A little shorter, Barlow ; don’t be afraid. I 
am very good-tempered. About !/, inch. Ah! I see our 
‘eas of absolute measurement are quite, quite different. 
Cut the gut just sufficiently far away to keep the knot 
happy. 

Now I know what you mean, Sir. 

Good! I felt confident that in time I would find a formula 
which would appeal to you. And now if you will, just for a 
moment, take your head out of the field of operation. .. . 
Thank you, Some day, Barlow, and quite by accident of 
course, I shall scalp you. Nurse, wipe Mr. Barlow’s brow. 
We have no evidence to show his sweat is sterile... . 
Now there’s an idea for your M.p. thesis—The Flora on the 
Surgeon’s Brow—rather like the opening bar of a Sitwell 
poem 

The Flora on the Surgeon’s Brow 

Oleum, Olei, Olea, Oleow. 
I once wrote a poem in my student days . . . a rather sad little 
[ think I can recall the first line. . . . “* Why, Oh why, 


piece. 
** which is prettily scanned, don’t 


did the wicked Hormone ? 
you agree ? 

Indeed, Sir, rather like Balder Dead. 

I see no relevance. My verse was serious. 

Yes, Sir. 

If you lean very heavily on the patient’s chest, Barlow, he 
stops breathing. Have you noticed ? 

Sorry ; Sir! 

Cut. Shorter! No, not off. Just shorter. Again. Cut... 
it’s really quite extraordinary - once you get a pair of 
scissors in your hand, Barlow, you change from a very decent 
quiet young man into a thyrotoxic barber. Relax m’boy. 
Hold your breath and count five hundred . . . very slowly. 


Yes Sir. Sorry, Sir. 

Don’t apologise. 
in time, give you a complex of inadequacy. 
going on holiday, Barlow ? 

On the 24th, Sir. 

[ shall miss you m’boy. We shall all miss Mr. Barlow, won’t 
we sister ? 


An apology establishes guilt which will, 
When are you. 
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Letters to the Editor 


BRONCHIAL CARCINOMA 


™ Srr,—Mr. Nicholson and his associates (Feb. 9) deplore 
the average delay of six months between the onset of 
symptoms and the attendance of patients at their clinic. 
They misguide us when they state that ‘‘ we must strive 
to persuade the public to recognise and take heed of 
these symptoms early, and not to neglect them for six 
months.”’ 

The delay in diagnosis of carcinoma of the lung is not 
due to the failure of patients to report their symptoms 
to their doctors. It is largely due to the failure of the 
medical profession as a whole to diagnose carcinoma of 
the lung at an early stage. This long delay is experienced 
in almost all surgical centres. It is due to the essential 
difficulties in diagnosis, which requires special techniques 
available only in thoracic surgical units. The present 
tendency for general practitioners to refer chest cases to 
chest clinics, which have evolved from the old tuberculosis 
dispensary, in order to get an X ray, has contributed 
largely to the delay. 

An analysis of the causes of delay in referring the 135 
cases submitted to operation for carcinoma of the lung 
at the London Hospital in 1954 showed an average delay 
from first symptom to attendance at the department of 
thoracic surgery of 6-4 months. This delay was made 
up as follows : 

From first symptom to consulting general practitioner : 
1-5 months. 

From seeing general practitioner to seeing chest physician : 
1-1 months. 

From seeing chest physician to seeing chest surgeon : 
3-8 months. 

A further analysis of these figures revealed that the 
average delay between physician and surgeon was 
2 months for those cases which proved to be inoperable 
at thoracotomy, 4 months for those who had a pneum- 
onectomy, and 5-5 months for those who had lobectomy. 
The delay was greatest in those most likely to benefit 
from surgery. 

The difficulties in diagnosis are the real problem. 
Diagnosis requires special techniques available to sur- 
geons but not to most physicians. If general practitioners 
could have chest X rays for their patients independently 
of consultant physicians, the delay between first symptom 
and operation might be appreciably shortened. General 
practitioners who suspect that their patients have car- 
cinoma of the lung should be encouraged to send them 
direct to surgical centres. There are enough fully trained 
thoracic surgeons to deal with the problem. There 
could be a great economy, a benefit to patients, and less 
frustration if there existed an independent radiological 
service so that general practitioners could have a direct 
report cn which they could exercise their own responsi- 
bility. Radiology is now an essential part of clinical 
examination. 


London, W.1. VERNON C. THOMPSON. 


TOWARDS PREVENTING SUICIDE 


Sir,—Dr. Parnell and Dr. Skottowe (Jan. 26) have 
raised an important issue and have re-emphasised the 
warning signs of possible suicide. I am always put on the 
alert when ideas of guilt, self-depreciation, and self- 
accusation, associated with tension and agitation, are in 
evidence and if the patient does not get any relief from 
unburdening. Again, if a patient is preoccupied with one 
organ or one system, and is convinced that the disorder 
is serious, then one should realise that he is a potential 
suicide. 

It is a fallacy to think that the patient who talks about 
killing himself will not do so. Insomnia is also of great impor- 
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tance, especially if the person is very concerned about it. 
Patients often have grave doubts about the hypnotics pre- 
scribeu : they fear that drugs will damage their brain. It is 
well to spend some time explaining to the patient that the 
medicine prescribed can be successfully dealt with by the 
body, and cannot possibly cause harm. Dr. Parnell and 
Dr. Skottowe did not mention the Rorschach test, which is 
said to be a useful addition to psychiatric examination in 
predicting suicidal tendencies. Many papers on Rorschach 
findings in cases of attempted suicide have appeared within 
recent years. It has been pointed out that preoccupation with 
heavy grey colouring of the blots, usually on more than one 
figure and almost always on fig. 4, suggests suicidal trends. 
Marguerite Hertz, of Cleveland, Ohio, believes that Rorschach 
testing detécts more suicidal risks than are recognised by 
behaviour signs or other symptoms. 

In regard to the case quoted by Dr. Wilkinson (Feb. 9) it is 
interesting to note that in Rerschach studies there is a sugges- 
tion that outwardly directed aggressiveness and hostility are 
less characteristic of suicidal patients. While I agree with 
Dr. Sawle Thomas (Feb. 9) that many depressed patients are 
successfully treated by outpatient electroconvulsion therapy, 
the thorough-going psychotic depressive with suicidal ideas 
is a serious risk, and should be treated in a mental hospital. 
In my experience it is during the period of recovery, when the 
emotional field is still variable, that suicide occurs; extra 
caution should be exercised and it is better for the patient to 
be away from home. 

Dr. Lawrence (Feb. 9) mentions the important 
relationship between alcoholism and suicide. I regard 
alcoholism as a form of physiological suicide. Certain 
patients have unconscious drives which allow them to 
kill themselves by alcohol. It is not surprising that on 
occasions the process is speeded up by overt attempts 
which are often successful. Of course, the causes given for 
self-destruction are much too contradictory to be of any 
use in understanding the suicidal drive. Sometimes it 
may be easy to understand how persons suffering from 
psycho*ic and nervous illnesses can commit suicide, but 
it is very difficult to understand the unexpected suicide. 
The great majority of suicides are ‘‘ normal] ’’ people and 
the reasons given for their attempts, such as problems of 
love, finance, or bereavement, are merely “‘ triggers 
which have fired the loaded gun.” 


Severalls Hospital, ‘ 
"Gelahooter. Roser H. F. Smiru. 


Sir,—The article by Dr. Parnell and Dr. Skottowe, 
and the correspondence which followed it, seem to 
assumé that the prevention of suicide is always 
desirable. Is that assumption justified ? Dr. Pullar- 
Strecker reminds us (Feb. 9) that 130 years ago it was 
legal to bury suicides at a cross-roads with a stake 
through their bodies. Presumably that reflected the 
attitude of very many people at the time. But public 
opinion has moved far since then, and I suggest that it 
is still moving. 

Many have come to realise that it is utterly hypocritical 
to*condemn the individual suicide on the ground of the 
‘* sanctity of human life ’’ while all the nations are pre- 
pared to send their young men to die in war. And 
many are frankly questioning the too-facile assumption 
that suicide always betokens an unsound mind. Are we 
not moving towards a time when many of those who, 
by reason of the infirmities of old age, are no longer able 
to n.ake a worth-while contribution to the community in 
which they live and to enjoy life, will fearlessly ask 
themselves whether it is not better to ‘‘ cut the painter ”’ 
rather than join the ever-increasing host of those waiting 
to die in old people’s homes, mental institutions, or the 
homes of kindly (or not-so-kindly) friends and relations ? 
It seems to me that the social and economic stresses and 
strains of our rapidly ageing population must inevitably 
lead to such questionings, and, as a probable result, to 
a rising suicide-rate, at least among the old. It would 
be of interest to know if the high suicide-rates of 
Switzerland and Denmark show any evidence of such 
a trend. 
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Suicide unrelated to old age is of course another story, 
and requires different consideration. But here again I 
suggest that we should be on our guard against the 
assumption that the premature termination of life is 
necessarily an evil thing, and must denote unsoundness 
of mind. By all means let us try to prevent the suicides 
that derive from temporary depression or other form of 
mental! derangement, but let us also move towards a 
more reasonable public opinion on the basic right of 
human beings to have a say in the disposal of their lives. 
There would seem to be a place for some measure of 
death control (subject to proper safeguards) as well as 
of birth-control. 
Farnham Royal, Bucks. LEONARD COLEBROOK. 


STEVENS-JOHNSQN SYNDROME 


Srir,—In his paper of Feb. 9 Dr. Short rightly points 
out that in Stevens-Johnson syndrome a fatal outcome 
should be uncommon. Both in major and minor forms, 
this often recurrent syndrome of skin, mucous membrane, 
and sometimes pulmonary lesions tends to occur 
d’emblée ; and, though there may be relevant antecedent 
infection and treatment with sulphonamides or other 
drugs, the proving of their specific relation to the onset 
of this illness is rarely possible. Early recognition and 
treatment of the severer cases with adequate amounts 
of cortisone or corticotrophin (A.c.7.H.), with or without 
antibiotics, has appeared in our cases to cut short this 
distressing condition so that fatalities have not occurred. 

But the term Stevens-Johnson syndrome is being used 
as a firm, if descriptive, diagnosis in more serious and 
fulminating conditions such as acute systemic lupus 
erythematosus, severe sulphonamide sensitivity reactions, 
and polyarteritis nodosa—of which Wegener’s granuloma- 
tosis is probably a variant—in which skin, mucous 
membrane, and pulmonary lesions form only part of a 
more general disease. The hemorrhagic, necrotic, and 
gangrenous skin and oropharyngeal lesions described 


in Dr. Short’s case 1 are classical lesions of poly- 
arteritis nodosa; the bloating of the face from 


edema (likened elsewhere to cadaveric decomposition), 
the inevitable visceral involvement by infarction, the 
leucocytosis, and the albuminuria and cylindruria are 
confirmatory ; and the necropsy findings are indisput- 
able. As in acute systemic lupus erythematosus, these 
cases are a clamant indication for cortisone or cortico- 
trophin—the value of which Dr. Short has not disproved. 
The initial daily dosage is that which controls the 
activity of this disordered immunity reaction and has 
in my experience been from 200 to 300 mg. or more of 
cortisone or an equivalent amount of corticotrophin. 
Control of secondary infection with antibiotics such as 
penicillin or aureomycin is clearly necessary, but 
sulphonamides are proscribed. 

Might I finish with a plea for consultation, in all these 
severely ill cases, with dermatologists, who, less blinded 
perhaps by the secondary infective phenomena, might 
possibly sooner recognise the basic condition ?% 


Aberdeen IAN W. CALDWELL. 


THE B.C.G. LESION IN SARCOIDOSIS 
Sir,—I was most interested in the paper by Dr. 
Forgacs and his colleagues (Jan. 26). My findings ! with 
regard to the rate of development of the B.c.G. lesion, its 
characteristics, and its failure to convert the Mantoux 
reaction were identical to those reported by Forgacs 
et al. in three cases of sarcoidosis so tested. Further, two 
other examples of diseases in which a negative Mantoux 
reaction is common—leprosy and acne agminata (lupus 
miliaris disseminatus facei)—reacted in a similar fashion. 
About 10% of normal individuals who are tuberculin- 
negative do not become tuberculin-positive after B.c.G. 


Brit. J. Derm, 1952, 64, 357. 


1. Borrie, P. 
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vaccination, and I suggested at the time that this 
particular constitutional peculiarity may have some 
bearing on the future development of sarcoidosis. Now 
that B.c.G. vaccination has been performed on a large 
scale for some years, it should be possible to institute a 
long-term follow-up of these individuals to test this 
hypothesis. 


London, W.1. PETER BORRIE. 


MASSIVE THROMBOPHLEBITIS 

Str,—Mr. Catchpole (Feb. 16) seems to doubt the 
association of venospasm with massive thrombophlebitis. 
In the following case, seen some years ago, there was 
severe venospasm : 

A middle-aged man, who had been in bed for some time 
on account of a medical condition, suddenly complained of 
excruciating pain in the left leg. On examination a short 
time afterwards, the leg was slightly cedematous, and markedly 
cyanosed up to the groin. Peripheral-arterial pulses were 
present, and the foot was covered with multiple small petechie. 
The most striking feature was distension of the pretibial 
veins, which seemed to be under almost arterial pressure. At 
the end of half an hour, the pain, cyanosis, and venous 
distension disappeared completely for several hours, only to 
recur for a further hour or so some hours later. Approximately 
six hours later the condition recurred for a third time, and on 
this occasion did not disappear, thus finally constituting the 
typical picture of massive thrombosis of the common or 
internal iliac vein. 


The staged evolution of this disease picture can only 
be explained by the occurrence of intermittent severe 
venospasm, though this was probably reactive to 
established clot formation. 

Leicester Royal Infirmary. H. J. GOLDSMITH. 


PRESSOR AMINES IN THE URINE 


Sir,--The estimation of the urinary excretion of 
adrenaline ard noradrenaline is the most satisfactory test 
for the pre« » of a pheochromocytoma. Despite the 
recent repe y Litchfield and Peart ' of a case in which 
there was 7 xcess of pressor amines in the urine, the 
estimation is vecoming a routine investigation in patients 
with severe hypertension. 

Whichever of the several available methods is used for 
the test, the laboratory results must be considered in 
relation to the patient’s clinical state; and it must 
always be remembered that the diagnosis is not finally 
established by the laboratory, but by the physician in 
charge of the patient. This is especially the case if a full 
history does not accompany the urine specimen to the 
laboratory. 

In the course of urinary pressor-amine estimations ? 
on nearly 2000 patients, of whom 20 proved to have a 
pheochromocytoma, we have come across certain well- 
defined difficulties and feel that attention should be 
drawn to these. f 

We have recently found that a hypertensive lady with 
asthma, who used a 2% adrenaline spray, excreted suffi- 
cient adrenaline in her urine for the result of our assay 
to suggest the presence of an adrenal tumour. Subse- 
quent tests in this patient gave normal figures, while 
another, non-hypertensive, asthmatic using an_ iso- 
prenaline spray was found to have an abnormal amount of 
noradrenaline in her urine. Patients should clearly not 
be receiving any sympathomimetic drug curing the 
collection of urine specimens for assay. 

Other drugs may also interfere with the test. Burn * 
has shown that the pressor-amine excretion may be 
greatly increased in the twenty-four hours following a 
phentolamine test, and we consider that samples should 
not be collected for at least three days after this, and 
(until further information is available) after any similar 
test. 

Lancet, 1956, ii, 1283. 
Ibid, 1955, ii, 16. 


697. 


Litchfield, J. W., Peart, W. 8. 
2. Moulton, R., Willoughby, D. A. 
3. Burn, G. P. Brit. med. J. 1953, i, 
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Forssman * has found a considerable increase in nor- 

adrenaline output following a coronary thrombosis. We 
have recently found a raised noradrenaline level (to the 
very high figure of 0-5 ug. per ml.) in the urine of a known 
hypertensive who had collapsed as a result of a cerebro- 
vascular catastrophe from which he died a few hours 
after the specimen had been collected. No pheochromo- 
cytoma was found post mortem. We have also found a 
raised noradrenaline level in the urine of a hypertensive 
patient who had had a subarachnoid hemorrhage. 
Repeated determinations failed to confirm the original 
high levels and other tests did not indicate the presence 
of a tumour. Single high readings always require 
confirmation on further specimens. 


So long as such limitations are appreciated, the estima- 
tion of urinary pressor amines remains the most reliable 
single test for a pheochromocytoma. It is the only satis- 
factory method for screening large numbers of patients, 
but the results must always be critically assessed. 

R. Mouton 
M. L. RosENHEIM 
D. A. WILLouGHBY. 


Medical Unit, University College 
Hospital Medical School, 
London, W.C.1. 


THE REMUNERATION CLAIM 


Srr,—Dr. Noel Alder (Feb. 9) draws attention to a 
recent meeting of the Brighton and Mid-Sussex Division 
of the British Medical Association, where it was decided 
to form a local committee of the British Medical Guild 
which would organise our withdrawal from the National 
Health Service, if this action should become necessary. 
At this meeting a number of members advocated resigna- 
tion from the service if the new Minister of Health 
proved to be as intransigent as his predecessor. I think 
the attitude of these members fairly reflected the temper 
of the meeting as a whole; Dr. Noel Alder, bowever, 
regards resignation as ‘‘ shameless blackmail’? and 
deplores the use of ‘‘ trade-union tactics.” 

What would Dr. Alder have us do? Continue to 
watch our distinguished leaders suffer indignity and 
discourtesy at the hands of successive Ministers, and their 
permanent officials, while they plead our case ? I am sure 
he must dislike this ):»miliation as much as the rest 
of us. 

Dr. Alder, and those who think like him, should 
remember that the majority of the profession voted 
against accepting the terms of service in 1948, and those 
who were in favour at least believed the Spens recom- 
mendations would be adhered to. By now the most 
ardent advocates of the N.H.S. have their doubts, 
while the rest of us search for a way out or hope for 
reform. 

I am not alone in thinking that a forced withdrawal 
may be our salvation ; our profession should now know 
what to do with a second chance. 

Hove, Sussex. PaTRICK HALL-SMITH. 


PRESCRIBING PHENINDIONE 


Srr,—The anticoagulant drug, phenindione, is familiar 
under the trade name ‘ Dindevan’ as scored tablets in 
one strength only—50 mg., from which dosage schedules 
in multiples of 25 mg. may be arranged. There is now 
a need for a weaker strength if advantage is to be taken 
of the more accurate stabilisation of patients by means 
of Owren’s modified method of estimating the ‘‘ one-stage 
prothrombin-time.”’ 5 

The advantages claimed for this method of controlling 
anticoagulant therapy are that it is sensitive to dosage incre- 
ments of 10 mg. and thus allows stabilisation of patients 
whose dosage requirements do not coincide with multiples of 
25 mg. Trends towards overdosage are obvious and the 
correct dose can often be decided two to three days earlier 
than with the older method. 


4. Forssman, 0. Acta med. scand. 1954, suppl. 296. 
5. Owren, P. A. Schweiz, med. Weschr. 1954, 29, 822. 
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The makers (Evans Medical Supplies Ltd.) are ready 
to supply a 10-mg. tablet of dindevan to meet this need. 
With this new strength, however, difficulties for the 
prescriber and pharmacist may arise. 

The British Pharmacopeia 1953 (Addendum 1955) directs 
that ‘‘if the quantity [of phenindione] contained in a tablet 
is not stated, tablets containing, in each, 50 mgm. shall be 
supplied or dispensed.”’ If this directive were followed, the 
pharmacist would supply tablets which might be five times 
the strength of those intended. 


So that there may be no doubt as to what should be 
supplied, prescriptions or orders for this drug should 
state the precise dose in milligrammes, or the strength 
of the tablet required. 

ROSEMARY BIGGs 


United Oxford Hospitals. W. TRILLWoopD. 


SOIL, FOOD, AND HEALTH 


Sir,—It is a pity that in your excellent annotation of 
Jan. 19 you should have fallen into the usual error of 
criticising organic husbandry on incorrect assumptions. 
In fact it does not depend on making compost ; nor does 
it depend on not using mineral fertilisers; nor does it 
involve a reduction in the intensity of production. These 
fallacies arise out of a failure to appreciate the principles 
upon which organic husbandry is based. 

Under natural conditions the fertility of the soil is 
dependent upon the soil organisms which, by their 
activities, convert the minerals, which are present in 
most soils in unlimited quantities, into a form in which 
they are available to plant life. The degree of activity 
of the soil organisms is dependent upon their food-supply, 
which consists of decayed and decaying organic matter, 
both animal and vegetable. 

The principle of organic husbandry is to exploit this 
mechanism to the full. This is accomplished first by 
making good any deficiencies in the mineral content of 
the soil—especially lime, phosphates, and (when neces- 
sary) trace elements—and then to feed the soil organisms 
so that they in turn can feed the crop. This is accom- 
plished : (1) by deep-rooting leys which, by their exten- 
sive root system, produce a large bulk of organic matter, 
as well as bringing up the minerals from the depths of 
the soil; and (2) by applying as much organic matter 
as possible to the surface layers of the soil, chiefly by 
means of the grazing animal, but also by the application 
of previously matured dung or compost which is more 
immediately available as a source of food. 

The value of such applications lies not in the amount 
of minerals that they may contain, but as a means of 
feeding the soil and thus ensuring the release of the 
minerals that it already contains. There are a number of 
large-scale farms in this country where no soluble 
mineral fertilisers are used, and little if any compost, 
but whose yields compare favourably with the best in 
the country. 

Inorganic husbandry on the other hand seeks to short- 
circuit the natural process by supplying the necessary 
minerals in a soluble form that is immediately available 
to plant life. It is based on the presumption that we 
know exactly what minerals, including trace minerals, 
any crop requires; in what form, and in what balance 
—and that even if we don’t it doesn’t much matter. 

Now that it is becoming increasingly recognised how 
many states of ill health are basically deficiency diseases, 
even including some infective processes, the above 
assumptions appear to be at least highly questionable 
from the medical point of view. 

Although it is true that high yields can be forced 
easily and fairly cheaply by the use of soluble mineral 
fertilisers, it is also true that the products so grown are 
different in their chemical composition from those grown 
by natural means, and especially in the structure of their 
proteins. ‘“Yhether such differences are harmful or not is 
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surely a matter of vital importance to the future of pre- 
ventive medicine, and we should therefore give all the 
support we can to research work such as that which is 
being carried out at Haughley. 
Keats House, Guy's Hospital, 


London, $8.K.1. T. T. Stamm. 


UNMARRIED PARENTHOOD 

Sir,—The approach shown by Dr. Cordeaux’s letter 
last week is unphysiological. Young men, whether they 
know it or not, have to experiment to discover which of 
the socially acceptable patterns of eating and drinking 
available suit them best; the need for similar experi- 
menting in the doubly difficult (since two people have to 
be satisfied) field of sex must be obvious. 

Every branch of medicine must carry its quota of 
preventable tragedies ; but until the adoption societies 
‘an meet all the demands they receive for children I do 
not feel that that of the unmarried mother is very serious ; 
and I would prefer to ask your readers’ sympathy for 
couples who, because they are so well aware of the 
responsibilities of marriage, or perhaps cannot see a way 
of assuming them without jeopardising a worth-while 
career, defer matrimony until the late 30s. Many such 
couples, influenced by the propaganda of moral societies, 
abstain from intercourse in the misplaced trust that the 
mature affection and respect they feel for one another 
must lead to satisfactory physical consummation. 

No serious person doubts that morality is of the highest 
importance to any civilised society. But morality is not 
the same as dogma ; and moral agencies that dabble with 
sex without submitting their dogmata to continual 
scrutiny in the light of changing circumstances and 
increasing knowledge must carry a large share of responsi- 
bility for the divorces, delinquencies, frustrations, and 
ill health that spring directly from the failures in 
sexual adjustment. 
N.W.1. 


X RAYS AND LEUKAMIA 


Str,—I should like to congratulate: Dr. Rabinowitch 
on his thoughtful letters (Dec. 15 and Jan. 26) and also to 
offer some further observations of my own. 

It is perhaps unfortunate that Dr. Alice Stewart’s 
preliminary communication (Sept. 1) on the possible 
relationship between malignant disease in childhood and 
diagnostic X rays in pregnancy received so much publicity. 
Many doctors and—with more 
excuse—patients seem to have 
accepted headline announcements 
such ‘** X-ray Examinations 
as Cause of Cancer in Children ’”’ 
as proof that a case has been 
established. Much apprehension 
has been caused and there is 
evidence of a growing tendency to 
discard one of the most valuable 
diagnostic procedures in the elucida- 
tion of difficult obstetric problems. 


London J. F. Turner. 
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3. There is reason to doubt whether Dr. Stewart’s controls 
are acceptable. It is well known that X-ray examinations 
are much more commonly performed in the first pregnancy 
than in subsequent ones; to be strictly comparable there- 
fore the case and control groups should have been 
matched for parity. This point was raised by Dr. Ellis and 
Dr. Lewis (Sept. 15), Dr. Stewart’s reply being that “ they 
were deliberately not matched for birth rank ’’ and that “ the 
child population dying of leukemia and cancer nowadays 
includes a disproportionately large number of first-born 
children and twins.’’ But, if the control group had contained 
a similar ‘ disproportionately large number of first-born 
children and twins,’’ we should have expected more than 45 
of the 547 mothers to have been X-rayed during pregnancy 
—perhaps even 85—in which case Dr. Stewart’s argument 
falls completely to the ground. 

In my opinion, Dr. Stewart has provided no convincing 
proof of any danger to the foetus during antenatal X-ray 
examinations. I would strongly suggest, therefore, that 
there shall be no change in the attitude of obstetricians 
and radiologists towards X rays in pregnancy until 
such time as Dr. Stewart completes and publishes her 
investigations. 

REID. 


Harrogate. FRANK 


SUNFLOWER-SEED OIL AND SERUM-LIPIDS 

Sir,—Bronte-Stewart et al.! reported that oral admin- 
istration of sunflower-seed oil or of a marine animal oil 
lowers the level of cholesterol and £-lipoproteins in the 
serum, even when a high-fat diet is taken. The iodine 
value of the oil they used was 130-138, and its linoleic-acid 
content 60%. 

We have given sunflower-seed oil to six men, with 
occlusive vascular disease. (Its iodine value was 132-5, 
and it contained 59-3% linoleic acid, with palmitic 5-6%, 
stearic 2:2%, arachidonic 0-9%, and oleic 32-:0%.) All 
but case 4 were treated as outpatients and had been on 
a low-fat diet for some months previously. The daily 
consumption of the oil (usually 100 g. in three or four 
doses) and the period of administration are shown in the 
chart. Apart from occasional diarrheea and slight tem- 
porary nausea there were no gastro-intestinal disturb- 
ances, and no undue difficulties in continuing the 
treatment. 

Oral administration of sunflower-seed oil to this small 
group of patients, in whom the initial serum-cholesterol 





1. Bronte-Stewart, B., Antonis, A., Eales, L., Brock, J. F. Lancet, 
1956, i, 521. 
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Personally, I can see no grounds WEEKSO. | 
for such fears in Dr. Stewart's 
article, for the following reasons : 


1. Only 85 of the 547 of 
leukemia or cancer were exposed to 
antenatal irradiation. 

2. 45 of the 547 controls 
similarly irradiated, without any 
known ill effects to the foetus. It is 
a reasonable assumption, therefore, 
that at least 45 of the malignant 
eases received a_ similar harmless 
dose of X rays. This leaves only 
40 (7:3%) of the 547 cases in 
which leukemia or cancer might 
have been caused by diagnostic 
irradiation. 
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EFFECT OF SUNFLOWER-SEED OIL ON CHOLESTEROL AND 
PHOSPHOLIPID LEVELS 


Serum-levels 
before oil 
treatment 

(mg. per 100 ml.) 


Maximum fall 
achieved 
(mg. per 100 ml.) 


Case Age Diagnosis 
Choles- Phospho- Choles-| Phospho- 
terol lipid terol lipid 
1 39 | Angina of effort | 270-323 269-288 92 Not 
significant 
2 33 | Thromboangiitis 352-400 300-320 30 Not 
obliterans significant 
3 48 | Intermittent 232-258 204-257 41 75 
claudication 
4 55 Coronary 300 360 64 130 
thrombosis 
5 37 Coronary 286-370 220-300 220 97 
thrombosis 
6 35 | Coronary 290-380 238-375 157 74 
thrombosis 





and phospholipid leve!s were not excessively high, pro- 
duced varying responses, those of cases 2 and 3 being 
the least striking (see table). In the others serum- 
cholesterol levels fell appreciably, with a tendency to 
rise during treatment in case 5. When the treatment 
was stopped (cases 1, 2, 5, and 6) or the dose of oil was 
reduced (case 4), these values tended to rise again 
promptly. 

In case 4, anticoagulant therapy, which had ceased 
only four days before sunflower-seed oil was given, may 
have influenced the earlier cholesterol concentrations. 
Anticoagulants had also been given in case 5—five 
months previously. 

Other patients with much higher initial serum-choles- 
terol and phospholipid levels have given more encouraging 
results with this treatment. 

These results correspond with those of Bronte-Stewart 
et al., and seem to support their suggestion that serum- 
lipid levels may be materially affected by the dietary 
intake of unsaturated fatty acids. 

We wish to thank Mr. A. D. Wilson, of Unilever Ltd., who 
supplied the oil, together with analytical data concerning its 
composition. We also thank Dr. Robert Gaddie, biochemist, 
General Hospital, Birmingham, for several of the blood 
analyses. 

G. E. OWEN WILLIAMS 


Queen Elizabeth Hospital, <p De: 
Birmingham. GARFIELD THOMAS. 


RADIOACTIVE ViTAMIN B,, IN THE DIAGNOSIS 
OF NEUROLOGICAL DISORDERS 


Srmr,—The most direct methods of confirming the 
diagnosis of subacute combined degeneration of the cord 
are those which demonstrate an inability to absorb 
vitamin B,, or a deficiency of it in the serum. Dr. Berlyne 
and his colleagues (Feb. 9) describe a test of vitamin-B,, 
absorption which makes small demands on skill and 
labour, although it requires expensive apparatus. 

We think, however, that there is more to be said for 
gastric analysis than Dr. Berlyne and his colleagues 
say, and we would like to emphasise yet again the fallacies 
in conventional tests of gastric function. 

(1) The tube must be in the body of the stomach and not 
coiled near the c&rdia. To ensure this, it is best to pass the 
tube (once the tip is in the cesophagus) with the patient 
prone. The final position should be checked either by a radio- 
graph or, more easily, with a magnet-tipped tube and compass. 

(2) The secretory stimulus must be prolonged as well as 
powerful, so that where secretion is slow there is time for 
the antacid effect of saliva and other non-acid secretions 
which the fasting stomach may contain to be overcome. 
This requirement is not met by a single injection of hista- 
mine.2. We give, if necessary, four injections of 0-5 mg. of 
histamine acid phosphate at intervals of twenty minutes. 


1. James, A. H. Lancet, 1951, i, 209. 
2. Watkinsen, G., James, A. H. Clin. Sci. 1951, 10, 255. 
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(3) Acidity is most adequately estimated with a pH meter. 
If indicators have to be relied on it is probably better to use 
several. One can then detect increases of acidity which, 
although not quite large enough to turn Tépfer’s reagent 
(pH 3), suffice to show that secretion has occurred. Never- 
theless we have always been able, except in absolute achlor- 
hydria where the pH remains between 6 and 8, to obtain 
samples acid to Tépfer’s reagent, and we test each sample 
at the bedside with this indicator. 


We have used gastric sampling in this way in cases 
where subacute combined degeneration was suspected, 
and have had help from it similar to that which Dr. 
Berlyne and his colleagues have had from their test 
with radioactive vitamin B,,. In particular, we have 
demonstrated the ability to secrete acid in 3 patients 
who, as result of ordinary testing, had been described 
as having “‘ histamine-fast achlorhydria.”’ 

We hope that Dr. Berlyne and his colleagues will use 
a gastric test of the kind we describe in conjunction with 
their further studies, which may then not render gastric 
analysis ‘‘ outmoded.” 

Royal Infirmary A. H. James 

’ Cardiff. / C. A. PALuis. 

MANUAL ARTIFICIAL RESPIRATION IN THE 

SITTING POSTURE 

Str,—I was interested to read the article by Dr. 
Henning Ruben (Jan. 19). May I, however, query his 
statement that ‘‘ during the intermittent flexion of the 
body the abdominal viscera press not only on the 
diaphragm but also on the vena cava, thus possibly 
helping to pump the blood towards the heart.’’ Should 
this stimulation of the circulation be put forward in a 
manner suggestins: that it is good treatment? Would 
it not tend to overload the right side of the heart which 
is already having difficulty in pumping blood round the 
inactive lungs? In .such cases, stimulation of the 
circulation is usually recommended after breathing has 
recommenced. 


Ashby-de-la-Zouch. A. H. M. CAMPBELL. 


NEW DRUGS, OLD DANGERS 


Sir,—Your leading article of Feb. 9 wisely advises us 
to use a new drug “‘ only when there is a clear indication 
for it, and when hospital trial has firmly established its 
superiority over its more familiar predecessors,’’ adding 
that ‘‘then the occasional reaction is a risk that is 
justified.” 

By implication the drugs quoted have not passed these 
tests—phenylbutazone, probably because there are safer 
alternatives available, and chlorpromazine and mepro- 
bromate probably because the disability to be relieved 
often searcely justifies the known risk. But we wonder 
whether carbimazole has not a more established place ? 
Like many widely used drugs unfortunately it is ccca- 
sionally toxic, but probably less frequently than any 
available similar anti-thyroid drug!: one alternative 
(perchlorate) may be less toxic, but a full assessment of 
its risk is not yet available, and its different anti-thyroid 
action gives a less satisfactory clinical control. 

Proper supervision of the use of such a drug should 
include provisions to ensure the early and full treatment 
of any toxic effects, and it is possible that some of the 
fatalities from carbimazole and similar drugs have 
occurred when these have failed—either when the 
carbimazole has not been stopped on the first symptoms ? 
or when the infectioa complicating the agranulocytosis 
has not been controlled. To any patients given carbi- 
mazole we give clear instructions to stop taking the drug 
and report immediately if pyrexia, sore throat, or other 
unusual symptoms develop, and blood-counts on these 


1. Burrell, C. D., Fraser, R., Doniach, D. Brit. med. J. 1956, i, 1453. 
2. Burrell, C. D. Ibid, p. 1456. 
3. Tait,G. B. Lancet, Feb. 9, 1957, p. 303. 
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visits are essential, though of little help at other times. 
Should agranulocytosis be discovered, as you say, 
‘** blood-transfusion and penicillin are always advisable,”’ 
but it is the antibiotics that matter and penicillin may 
not suffice. If within 24-48 hours the patient is not 
improving, fuller antibiotic resources must be used. 
Over previous years when treating agranulocytosis due 
to methylthiouracil, we have on occasion needed to add 
streptomycin or aureomycin to lower the fever and arrest 
the infection. We trust that your gloomy statement that 
‘‘ if recovery is going to take place, polymorphs return to 
the blood within 2 to 3 days’ will not suppress vigorous 
pursuit of adequate antibiotic treatment in such patients, 
for we have seen full recovery after the complete 
absence of polymorphs from the blood for over 12 days. 


Postgraduate Medical School 


of London, W.12. RUSSELL FRASER. 


Middlesex Hospital, London, W.1. DEBORAH DONIACH. 


CLINICAL PICTURE OF SICKLE-CELL DISEASE 

Str,—Your admirable leading article of Feb. 16 on 
sickle-cell disease contains statements on the proportions 
of different hemoglobins in certain hemoglobinopathies 
which might mislead pathologists in their investigations 
should they not be familiar with the subject. 

In sickle-cell anemia the red cells contain 75-100% of 
hemoglobin S and 0-25% of fetal hemoglobin—and 
not 0-25% of normal hemoglobin A. In sickle-cell 
hemoglobin-C disease the proportion of hemoglobin S$ 
is greater than that of hemoglobin C—and not about 
50% each. In sickle-cell/thalasseemia the proportion of 
hemoglobin S may vary from 25 to 90% or more; but 
it is true to say that the condition is symptomless and 
not a ‘‘ disease’? when the proportion of hemoglobin S$ 
is below 50%. In either case hzeemoglobin A is frequently 
not ‘‘a small remainder’’ but may be present in a 
significant proportion. 


St. Bartholomew’s Hospital, ; 
. Se. H. LeHMann. 


London, E.¢ 


CHEMICAL CARCINOGENS AND THEIR 
SIGNIFICANCE 

Sir,—We have read with great appreciation Dr. J. W. 
Cook’s succinct account last week of the present status 
of this subject and agree with his suggestion that the 
study of chemical carcinogens is likely to prove one of 
the most profitable forms of cancer research. There are, 
however, two statements which do not take into account 
all the experimentally proved facts, and which, carrying 
the authority of Dr. Cook, may give a misleading 
impression. 

The carcinogenic hydrocarbons undoubtedly act locally 
at the site of direct application, but to describe this as a 
characteristic ignores the induction of mammary cancer 
by cutaneous, intranasal, intraperitoneal, and intra- 
gastric administration of methylcholanthrene, and of 
ovarian cancer by cutaneous treatment with dimethyl- 
benzanthracene.!~* 

The idea that the mechanism by which polycyclic 
hydrocarbons ‘* transform normal cells into cancer cells ”’ 
is associated with their becoming firmly attached to skin 
proteins cannot be easily sustained in view of the finding 
that such protein-binding may also occur with non- 
carcinogenic substances of relatea chemical structure.® ® 

J. W. ORR 


Department of Pathology, D. L. WoopHousE 
- da SE. 


University of Birmingham. 


1. Orr, J. W. J. Path. Bact. 1943, 55, 483; Ibid, 1946, 58, 589. 

2. Marchant, J., Orr, J. W., Woodhouse, D. L. Nature, Lond. 
1954, 173, 307. 

3. Howell, J. S., Marchant, J., Orr, J. W. Brit. J. Cancer, 1954, 
, 635. 

4. Shay, H., Aegerter, E. A., Gruenstein, M., Komaroy, S. A. 
J. nat. Cancer Inst. 1949, 10, 255. 

5. Woodhouse, D. L. Brit. J. Cancer, 1954, 8, 346; Ibid, 1955, 
9, 418 
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i. Heidelberger, C., Moldenhauer, M. G. Froc. Amer. Ass. Cancer 
Res. 1955, 2, 24. 
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BIRTHDAYS OF SPASTICS 


°tr,—Our experience certainly differs from that of 
1». Bevan (Feb. 16). Birthdays of the last 50 children 
admitted to this hospital with cerebral palsy were 
distributed as follows: January-March, 14; April- 
June, 3; Juiy—September, 15; October-December, 18. 
Alexandra Hospital, 


Luton, Bedfordshire. H. B. LEr. 


TETRAETHYL LEAD POISONING 

Sir,—The case described by Dr. G. L. Robinson in his 
letter last week is not really typica: of tetraethyl lead 
poisoning because neither a marked anzemia nor punctate 
basophilia are characteristic of this form of lead poisoning, 
and the central nervous system is always affected. 

Sealing of tanks which have contained leaded petrol 
usually results in exposure to inorganic lead salts com- 
bined with other lead compounds which are the result 
of the breakdown of tetraethyl lead. It would seem that 
the brief description of this particular case is sub- 
stantially that of ordinary lead poisoning. 

It should also be mentioned that lead can always be 
found in the urine of normal people who have had no 
speci‘ic exposure, since this metal is invariably present 
in very small amounts in the atmosphtre and food of an 
industrial community. Accurate methods of analysis 
have proved these facts. 

Finally I doubt very much if any case of ordinary 
plumbism with normal kidney function would have 
typical symptoms and signs unaccompanied by an 
excretion of lead in the urine in excess of normal. 

Associated Ethyl Company Ltd., 


Medical Services, 
20, Berkeley Square, London, W.1. 


A MISSED FRACTURE 

£ “yr. Hunter last week suggested that my letter 
of F * *% might be taken as ‘‘a piece of sarcasm.”’ 
Although I may have rather “ laid it on,’’ what I wished 
to do was to draw attention once again to the difficulties 
confronting a junior casualty officer and to suggest that 
everyone should not rush to criticise him every time he 
made a mistake. It is time that some increased form of 
protection was afforded to these doctors in their work 
or there very soon won’t be any. 


Pure Boyp. 


Newcastle upon Tyne. J. F. STONE. 


SYPHILITIC AORTIC INCOMPETENCE 


Sir,—Dr. J. C. Leonard and Dr. W. G. Smith are to be 
congratulated on their excellent study of the prognosis 
and effects of treatment of syphilitic aortic incompetence 
(Feb. 2), and few people will quarrel with their main 
conclusions. 

Nevertheless their recommendation that it is probably 
best to give at least one full course of arsenic or bismuth 
to every patient, in addition to systemic penicillin, 
requires some comment. The figures on which this 
recommendation is based are, in their own words, so 
small that it is impossible to be certain that the results 
are of definite significance. This does not seem to be an 
adequate reason for reintroducing in the treatment of this 
condition highly toxic drugs such as the organic arsenicals. 
Severe reactions to these drugs were common, sensitivity 
frequently developed, and fatalities were far from rare. 
Patients with syphilitic aortitis are usually middle-aged 
or elderly and, in the past, proved particularly susceptible 
to the ill effects of this treatment. 

Surely, if better results are desired in the treatment of 
syphilitic heart-disease, it would be more reasonable to 
try to obtain them by increasing the dosage of penicillin 
up to at least 8-10 mega units, by giving a course oi 
intramuscular bismuth, and possibly by repeating the 
course of penicillin on one or more occasions. 

I believe most physicians who have treated such 
patients, and all with any extensive experience of 
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arsenical therapy, consider that there is now no indication 
for the use of these dangerous drugs in the treatment of 
syphilis. 

Whitechapel Clinic, 

Leadon Hospital, E.1. 

ANTIMALARIALS AND RHEUMATOID 
ARTHRITIS 

Sir,—Dr Allison and Dr. Ray Bettley (Feb. 9) are to 
be congratulated on drawing our attention to chronic leg 
ulceration in rheumatoid arthritis and suggesting that 
perhaps this association is not rare. They show under- 
standable caution in their interpretation of the finding of 
L.E. cells in 4 of their 6 patients who otherwise would 
have been regarded simply as suffering from long-standing 
rheumatoid arthritis, with rheumatoid nodules and 
crippling deformities to substantiate the diagnosis. 

Pathologists now have sufficient experience to enable 
them to identify L.£. cells which would be acceptable as 
such to their colleagues. The significance of this cell is 
now being freely discussed between them and clinicians ; 
is the cell specific to lupus erythematosus or not ? While 
this controversy is pursued, I must point out that patients 
with rheumatoid arthritis are being crippled now. 
Clinicians accept the value of chloroquine and certain 
other antimalarials in disseminated lupus erythematosus. 
I urge them to try these drugs in rheumatoid arthritis. 
I have shown that they are of value in a short-term 
controlled investigation’ and am endeavouring to 
establish their long-term value, of which I am convinced 
on clinical grounds. 


Hackney Hospital, . P 
London, E.9. A. FREEDMAN. 


*.* We discuss Dr. Freedman’s trial of chloroquine in 
an annotation on p. 414.—Ep. L. 


J. K. Oates. 


ERYTHROCYTE-POTASSIUM LEVELS IN 
RHEUMATOID ARTHRITIS 


Srr,—I was interested to read the preliminary com- 
munication by Dr. Knudsen and Mr. Thomas (Feb. 2). 

We are carrying out a similar investigation here in 
connection with the use ef adrenal corticoids in chest 
disease. Our method is likewise to calculate the erythro- 
eyte-potassium level from the whole-blood-potassium 
and the hematocrit value, using heparinised venous 
blood and undertaking the estimations with as little 
delay as possible, although with different dilutions 
(1 in 500 for whole-blood-potassium and 1 in 50 for 
plasma-potassium samples). The group we have analysed 
so ar consists of patients with pulmonary tuberculosis, 
who are symptom-free but are receiving chemotherapy. 
69 estimations have been made in this group, with a 
mean erythrocyte-potassium level of 105 m.eq. per litre. 
The distribution of velues around the mean fits very 
closely the pattern o. « normal (Gaussian) curve, with a 
standard deviation 01 9 m.eq. per litre. We have to 
date found a negative correlation between the erythrocyte- 
potassium levels and hematocrit readings (r —0-57) 
We are also investigating a normal control group, con- 
sisting of hospital staff, and patients with chest disease 
who are receiving adrenal corticoids. 

Clare Hall Hospital, 

South Mimms, Barnet. 


‘*WINTER VOMITING DISEASE ” 


Str,—I read the paper by Dr. Haworth and his col- 
leagues * with great interest and would like to refer to 
my own experience.*® 

In an agricultural settlement, with a population of 1400, 
102 cases occurred during the three summer months of 1954 ; 
83 of the patients were children up to 16 years of age, and the 
age-group particularly involved was the 3-6-year-olds. 


8S. GILLIs. 


1. Ann. rheum. Dis. 1956, 15, 251. 

2, Haworth, J. C., Tyrrell, D. A. J., Whitehead, J. E. M. Lancet, 
1956, ii, 1152. 

3. Kallmer, A. Harefuah, Aug. 15, 1954. 


LETTERS TO THE EDITOR 


[veB. 23, 1957 43] 





The illness was principally characterised by sudden onset, 
vomiting, extremely severe headache, vertigo, meningism, 
temperature up to 38-5°C, absence of any other complications, 
and rapid recovery. A lumbar puncture in a 5-year-old girl 
with a definite Kernig’s sign and absent knee-jerks showed 
21 cells per c.mm., 28 mg. protein per 100 ml., and no organ- 
isms. Adults particularly complained of “‘ pressure behind the 


! eyes ’’ and very severe headache. Because of dizziness, which 


persisted for up to three days, the patients scarcely dared to 
turn the head. A few patients had a mild relapse after six 
or seven days. The incubation period was probably seven days. 
We, too, were unable to detect the causal agent. In 
the same year cases of West Nile fever were reported in 
Israel. Investigation was made in this direction, but 
with negative results. 
L.n-Harod, Israel. 


DISCREPANCIES IN THE ERYTHROCYTE- 
SEDIMENTATION TEST 


Str,—The discrepancies in the £.s.R. test in rheumatic 
fever found by Dr. Alexander and Mr. Andrews (Feb. 2) 
have been fully described by, among others, Enocksson 
et al.,! Wilander,? Strém,? von Kaulla,* Nielsen,’ and 
Oestner.* I found the same phenomenon during a study 
of the E.s.R. in defibrinated and undiluted blood.’ 


Oestner explains its oecurrence as follows : 


In undiluted blood, in which the content of fibrinogen, 
globulin, and erythrocytes is greater than in diluted blood, 
particularly when the absolute values of protein are high, 
such large aggregates of erythrocytes are formed that these 
can close off completely the lumen of the sedimentation tube. 
The sedimentation process is thus impeded, Sometimes, 
when an aggregate breaks loose, sedimentation can then con- 
tinue, giving rise to characteristic forms in the sedimentation 
curve, which are not found when diluted blood is used. 


A. KALLNER. 


Naturally this phenomenon is not specific to any 
particular disease. 


Wilhelmina-Gasthuis, —— 
Amsterdam, Netherlands. A. 8. GROEN. 


TREATMENT OF DISSEMINATED SCLEROSIS 
WITH ACTIVE AND INACTIVE DRUGS 


Str,—Seyffert * reported the results of treating dis- 
seminated sclerosis with phenothiazine derivatives. The 
effect in the chronic cases was good ; spastic symptoms 
were especially relieved. I have compared the effects of 
a similar derivative, ‘Lacumin’ (n-methylpiperidyl]-3- 
methylphenothiazine), with those of a placebo in 90 
patients suffering from the disease. 

There were 33 men and 57 women, aged 24-64 years (mean 
40-2). For several years they had all belonged to a special 
disseminated-sclerosis society in Gothenburg. The diagnosis 
was established by examinations at the neurological clinic in 
54 cases. The others had previously been examined at out- 
patient departments by neurologists or in connection with 
the present investigation. The duration of the disease varied 
between 2 and 30 years (mean 9-4). The degree of disability 
varied from slight dysfunction (slight weakness and disturb- 
ances of gait, mild eye symptoms) to pronounced disturbances 
of gait and inability to move e: ~"* in @ wheel-chair. Most 
patients needed crutches. All haa told about the nature 
of their disease. Most had tried va emedies. As & rule 
the patients kept in touch with each and had meetings 
once a month. ' 

At first lacumin was given to one group of patients. After 
some time a rumour circulated that these tablets had 
unpleasant side-effects. The placebo (which was called 
‘Lacumin P’) was then introduced as a drug which had 
exactly the same effect as the lacumin tablets, but no side- 
effects. At the same time it was pointed out that the side- 
effects were not serious. 

1. Enocksson, B., Gjertz, A., Schnell, A., Torgensrund, T. Acta 

med. scand. 1936, 88, 455. 

. Wilander, O. Ibid, 1938, 94, 258. 

. Strom, J. Ibid, 1938, 96, 365. 

. von Kaulla, K. N. Jbid, 1939, 98, 374. 
. Nielsen, G. Ibid, 1942, 111, 66. 

. Oestner, K. hid, 1942, suppl. 127. 


. Thesis Amsterdam, 1953. 
. Seyffert, H.-M. Miinch. med. Wschr. 1955, 97, 1623. 
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All the patients were examined neurologically before the 
tablets were distributed. In most cases, a similar control 
examination was performed at the end of the treatment. 
12 patients could not attend in person, but sent a detailed 
report (by filling in a questionnaire) about their condition. 
The dose of both drug and placebo was 1 tablet (50 mg.) 
4 times a day—i.e., that used by Seyffert.* The treatment 
lasted about 4 weeks with each type of tablet. 


No definite objective changes in the neurological 
condition could be found in any patient with either 
lacumin or lacumin P. The most manifest result was 
that most of the patients had side-effects with lacumin 
resembling those of atropine, such as tiredness, difficulty 
in accommodating, and dryness in the mouth. In many 
cases we had to reduce the dose after 1-2 weeks’ treat- 
ment to 1 tablet twice a day or even 1 tablet at night. 

Table 1 shows that most patients found that their condition 
was made worse by lacumin (general impairment of function 


-RESULTS OF TREATMENT OF DISSEMINATED SCLEROSIS 


TABLE I 
WITH LACUMIN AND PLACEBO (LACUMIN P) 


Lacumin 


Subjective effect Lacumin P 


Only side-effects 8 

Better + 13 35 
Worse ; 47 2 
No effect 15 18 

Total 83 55 
TABLE II-——-RESULTS OF TREATMENT OF 48 PATIENTS WITH 

DISSEMINATED SCLEROSIS WITH LACUMIN AND PLACEBO 
(LACUMIN P) 

Subjective effect Lacumin Lacumin P Total 
Better or ee 8 32 40 
Worse : - P 34 2 36 
No effect ‘ ie ae 6 14 20 

~Potal .. * ie 48 18 96 


x? = 45°6. P < 0-001. 


with reduced ability to move and tiredness). Those who had 
improved stated that they were more agile, they slept better, 
their balance had improved, and they had less trouble with 
micturition. Amelioration and exacerbation seemed inde- 
pendent of the severity of the disease, and of the symptoms. 
When the lacumin was stopped, the side-effects disappeared, 
but the amelioration or exacerbation of the disease remained 
for some time. 

Lacumin P in most cases gave a feeling of improvement 
(increased euphoria, strength, and agility). 4 patients con- 
sidered lacumin P to be indispensable. Only 2 said they were 
worse (buzzing in the ears, increased tiredness, nausea, 
impaired sense of balance, increased frequency of micturition, 
and pricking sensation all over the body). 

The results in the 48 patients who received both lacumin 
and the placebo are shown in table 11. The placebo gave a 
better result-than lacumin, and this tendency was statistically 
highly significant. 

We must be especiaily critical when estimating the 
therapeutic effect of a drug in patients with disseminated 
sclerosis. Spontaneous variations are common, and 
most of them must not be interpreted as the effect of the 
treatment. The results of this investigation show that 
lacumin helped in few cases and the improvement could 
not be objectively verified. As a rule, the side-effects 
of the drug were pronounced ; in many cases the drug 
had to be stopped. In most cases, however, a small 
dose of lacumin had a favourable, slight sedative effect. 

The results show in a convincing way that subjective 
can be ebtained by treatment with a 


improvement 
pharmacologically, completely 


substance which is, 


inactive. This was probably because the patients strongly 
believed in the new treatment, and it could easily be 
that 
they 


the placebo tablets were better than 


believed | 
had no side-effects. The patients 


lacumin as 
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belonged to a society and many kept in touch with 
each other, which may have led to suggestive influence. 


Neurological Clinic, 


University of Gothenburg, Sweden. Lars-H. BLOMBERG. 


Parliament 


The Exchequer and the Local Authorities 


On Feb. 12 Mr. HENRY BROOKE, Minister of Housing 
and Local Government, announced that the Government 
had completed their review of local-government finance 
and outlined the conclusions which they now proposed 
to put before the local authorities. 

The Government's proposals, he said, were designed to 
strengthen the local-government system. In doing this 
it was essential to improve the financial relationship 
between the central Government and local authorities. 
The ratio between Exchequer grants to local authorities 
and their revenue from local rates, which thirty years 
ago was 1 to 2 was now 6 to 5. Not only had this 
remarkable shift reduced the financial independence of 
local authorities and their degree of direct responsibility 
to their own ratepayers; in addition, much of this 
Exchequer aid was on a percentage basis towards the 
expenditure incurred on specific serves. Percentage 
grants, whatever their merits, carried two disadvantages. 
First, there might be danger of excessively detailed 
central supervision over spending; secondly, there was 
no certainty from year to year what the Exchequer 
might be asked to contribute. He was sure that the 
greater the independence of local authorities in the raising 
and the spending of their money, the better for the good 
health of local government. The Government, after a 
thorough investigation, did not think it practicable to 
devise a satisfactory new source of local revenue. Nor 
did they believe it right to earmark for the direct benefit 
of local authorities any tax that was now levied nation- 


ally. Rates were in this country a well-established 
instrument of local taxation. There were still some 


difficulties to be overcome in the rate system, but it 
provided a sound basis for local finance, and no better 
system of local taxation has been propounded. 

After describing the proposed changes in the rates to 
be paid by industry and freignt transport, Mr. Brooke 
went on to discuss the financial relationship between the 
Exchequer and local authorities. Here a major recasting 
was intended which would entail a radical revision of 
the structure of Exchequer grants, as well as some 
reduction of the grants to take account of the new rate- 
income. With a few exceptions, specific grants would 
be replaced by a general grant of an amount fixed in 
advance for a short period of years, though not necessarily 
at the same level for each year of the period. The general 
grant would be distributed to ail county and county- 
borough councils in England and Wales, and to county 
and town councils in Scotland, by reference to objective 
factors (mainly of weighted population) which were 
readily ascertainable and afforded a fair and reasonable 
measure of the relative needs of each authority. 

With this change, local authorities would acquire a 
great increase of responsibility in determining the money 
to be spent on the various services, ii accordance with 
local needs. Local government would become more truly 
local. The Government’s aim was to foster and stimulate 
a vigorous and independent local government, and to 
give members of councils a greater incentive to take a 
lively interest in their local expenditure by placing much 
more of it under their own control. Under the proposals 
the Government had in mind, the amount of general 
grant-in-aid, not tied in any way to individual services, 
would, at present levels of expenditure, rise from less 
than one-sixth to close on two-thirds of the total 
Exchequer grants to local authorities. 


A Chance to Reconsider Retirement 


One of the provisions of the National Insurance Bill, 
the text of which was published on Feb. 15, allows 
retirement pensioners (men under 70, women under 65) 
who decide to go back to work to revoke their declaration 
of retirement. They will then be eligible to earn pension 
increases against their final retirement. 
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QUESTION TIME 
Onset of Surtax 


Mr. Joun Hatt asked the Chancellor of the Exchequer what 
was his estimate of the gross salary which in 1938 would 
have given a married man with two children the same pur- 
chasing value after tax as he received today from a gross 
salary of £2000._-Mr. J. ENocH Powe tt replied: For a 
married man with two children a gross salary of about £620 
in 1938-39 would have given about the same purchasing-power, 
after tax, as a salary of £2000 at the present time. Mr. Hatt : 


Does the Minister think that a level of purchasing-power of 


£620 is the right level at which to start surtax ? Is he aware 
that it is because we in this country have the highest taxation 
in the Commonwealth on brains that so many of our able 
young men and women are thinking of emigration ?—Mr. 
PowrEt._: The starting level for surtax is a matter for the 
Budget which I cannot anticipate. 


Prescriptions in Dermatological Clinics 


Mr. Pxitres Price asked the Minister of Health whether 
he was aware that in dermatological clinics throughout the 
country the average prescription requiring more than one 
preparation is higher than any other type of clinic; and 
whether, in view of the heavy burden that this puts on 
patients suffering from skin trouble in comparison with other 
types of cases, he would abolish making a charge of 1s. on 
all items in excess of a certain figure.—Mr. DENNIS VosPER 
replied: My information is that there is some tendency for 
the average number of items for these prescriptions to be 
higher than the general average ; but I am not satisfied that 


any special action is needed in addition to the existing - 


arrangements to give assistance when it is required. 


Prescription Charges 


Mr. H. E. RANDALL asked the Minister of Pensions and 
Nationa! Insurance how much of the Supplementary Estimate 
of the National Assistance Board is due to National Health 
prescription charges.—Mr. J. A. Boyp-CARPENTER replied : 
About £150,000. 

Composite Packs 

Mr. Ness Epwarps asked the Minister what were the 
composite packages now issued on one prescription.—Mr. 
VosrPER replied: The undermentioned sets of apparatus or 
dressings, each of which includes two or more articles, may 
be ordered as one prescription : 

Atomiser Perfusion fittings 

Colostomy apparatus Suprapubic belt 

Douche Higginson’s enema syringe 
Urine sugar analysis set 


Hypodermic syringe ‘ 
Vaporiser 


Smog mask 
Multiple pack dressing 
Dental Students 


Mr. M. R. Kimsatu asked the Minister how many dental 
students began their training in 1954, 1955, and 1956; and 
to what extent the number of students fell short of the future 
needs of the profession ?—Mr. VosPer replied : The numbers 
who started the first year of their professional course at 
English dental schools in the academic years 1954-55, 1955-56, 
and 1956-57 were 381, 494, and 509 respectively ; the Com- 
mittee on Recruitment to the Dental Profession estimated that 
Great Britain needed 800 new dentists each year, of which, 
on the basis of present distribution, the share of England and 
Wales would be about 700. 


Dental Hygienists 


Mr. D. K. Freetu asked the Minister what progress had 
been made with the training of ancillary dental workers. 
Mr. Vosper replied: More than 200 dental hygienists have 
been trained for employment in the Forces and in the public 
dental service and hold my certificate of efficiency ; further 
arrangements for the training of dental hygienists are held up 
until the General Dental Council have made regulations to 
widen the scope of their employment. 


Foreign Dentists 


Mr. N. A. PANNELL asked the Minister when reguiations 
would be introduced which would make it possible for those 
foreign dentists whose degrees or diplomas are not as yet 
accepted as sufficient qualification for registration to qualify 
by special examination.—Mr. VospPer replied: The General 
Dental Council has submitted regulations to the Privy Council 
for approval. An amendment of the regulations to accord 
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with the views of Parliament that the examination might be 
mainly practical has been suggested to the council for con- 
sideration at its next meeting on March 27 and I hope it will 
then be possible for the regulations to be approved, and 
introduced. 


Increases for War-disablec _ensioners 


Mr. Henry Hynp asked the Minister if he was aware that 
the recent award of special age-allowance to war-pensioners 
is being deducted from their National Assistance payments ; 
and whether this is done by his authority.—Mr. Boyp- 
CARPENTER replied: In the case of war-disability pensioners 
receiving National Assistance who qualify for the special age- 
allowance, 20s. of the pension will already be disregarded in 
the assessment of their resources fer National Assistance 
purposes. The amount by which a pension exceeds 20s. is 
taken into account by the National Assistance Board in 
accordance with the National Assistance Act. 


Institutional Confinements 


During 1955 the number of insiitutional confinements in 
England and Wales was 440,857, which was 64-75% of the 
total. 


Obituary 


PERCIVAL HARTLEY 
Kt., C.B.E., M.C., D.Se. Lond., F.R.S. 


Sir Percival Hartley, who died in London on Feb. 16 
at the age of 75, had been associated with medicine 
from the time he joined the Lister Institute in 1906, 
and had made substantial contributions to the work 
of the profession. 

A Yorkshire man, he graduated with first-class honours 
in chemistry at the University of Leeds in 1904. From 
Leeds he went to the Lister Institute, on a Grocers 
Company research scholarship, and there obtained his 
introduction to biological research. After two years 
he was appointed to the staff of the Imperial Bacterio- 
logical Laboratory at Muktesar in India, but he returned 
to the Lister in 1913. During the 1914-18 war he served 
in France with the Royal Army Medical Corps and was 
awarded the Military Cross. 

After the war Hartley obtained a post at the Wellcome 
Research Laboratories, where he became _ intensely 
interested in the problems of the prevention of diph- 
theria, disease at that time causing about 3000 deaths 
a year in Britain. In 1922 he joined the staff of the 
National Institute for Medical Research at Hampstead, 
where he became the first director of the Department of 
Biological Standards and where he worked until he 
retired in 1946. It was at Hampstead that he had the 
opportunity of playing a major part in the prevention 
of diphtheria. When, in 1940, the diphtheria immunisa- 
tion campaign was launched in Britain, he was 
responsible for ensuring the purity, safety, and high 
quality of the prophylactic used. The success of the 
immunisation campaign excited him intensely and he 
never tired of recounting the events which had led up 
to it, but with a genuine modesty for his own achievements. 

Although Hartley’s work on diphtheria was perhaps 
his outstanding contribution to medicine, he was also 
actively involved, as director of the Standards Depart- 
ment, in many other fieids, and in 1943 and 1949 we 
published interesting observations by him and _ his 
colleagues on the relation of such factors as shock, 
infection, cold, and restriction of diet to the body’s 
capacity to produce antibody in response to an antigenic 
stimulus. His department was responsible for preparing 
and maintaining many of the international biological 
standards, and he worked untiringly in bringing these 
standards into effective operation on the widest possible 
basis. He was a member of the British Pharmacopoia 
Commission from 1933 to 1948 and of the Medical 
Research Council from 1949 to 1953. After his formal 
retirement he worked for several years at the London 
School of Hygiene and Tropical Medicine and at the 
William Dunn School of Pathology at Oxford. 

Those privileged to have known Hartley will always 
remember him by his friendliness, courtesy, and modesty, 
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as well as by his fervent devotion to his work. He was 
a most valuable colleague, easy of approach and always 
ready to give what help he could. 

He married, in 1920, Olga Parnell; she died in 1950. 
He leaves two daughters. 


HARRY COOPER 


Mr. Cooper was the official reporter of the British Medical 
Journal and of many medical and scientific societies. Many 
doctors who had never met him appreciated his skill, accuracy, 
and conscientiousness. Those who had met him appreciated 
also his modesty, friendliness, and unfailing helpfulness. 

He was born at Boston, Lincolnshire, and learnt shorthand 
while he was still a child, for his father was an enthusiast 
and used it for all his business records. Harry Cooper came 
to London at the beginning of the century to work with the 
Amalgamated Press; and his first job was to report the 
funeral of Queen Victoria. In his spare time he did free-lance 
work, and one of his first clients was a small camera club. 
This contact led to his doing some reporting for the Royal 
Photographic Society, and this in turn led to his becoming 
reporter to the Réntgen Society (now the British Institute of 
Radiology). This appointment was his introduction to the 
medical profession. In 1907 be attended his first annual 
representative meeting of the British Medical Association ; in 
the next fifty years he missed only one. 

From then on much of his work was for the medical pro- 
fession. He was reporter for the Royal Society of Medicine, 
Medical Society of London, Hunterian Society, Royal Medico- 
Psychological Association, Medical Society for the Study 
of Venereal Diseases, Ophthalmological Society of the United 
Kingdom, Oxford Ophthalmological Congress, and Research 
Defence Society. But he also reported for other scientific 
societies, for half a dozen friendly societies, and in the law- 
courts. The scope of his practice reflected the reputation 
he had won as a reliable reporter of technical matter and 
as the writer of workmanlike reports in lucid English. ° 

Though his health had been failing for several years, he 
carried on with his work. The last meeting he reported was 
the session of the General Medical Services Committee in 
November. He died on Feb. 14 at the age of 76. “He leaves 
a widow and a daughter. F 


Appointments \ 


Epwarps, J. R. G., M.s. Lond., F.R.c.Ss.: assistant plastic surgeon, 
Royal Victoria Infirmary, and plastic surgeon with the New- 
castle Regional Hospital Board. 
FYNNE, MARGARET, M.B. Dubl., D.P.H.: senior M.o. for mental 
health, Derbyshire. 
Gorrit, G. MobL., M.B. Glasg., D.P.H.: deputy M.O.H. and school 
M.O., Hastings. 
Murray, B. T. A., M.B. N.U.1., D.C.H., D.P.H.: assistant M.o.H. and 
assistant school M.o., Oldham. 
SHERRATT, T. W., M.R.C.S., L.D.8.: assistant M.O.H. and assistant 
school M.o., Oldham. 
Ware, Joyce D., M.B. Lond., D.OBST., D.C.H.: assistant M.O.H., 
and assistant school M.o., West Bromwich. . 
The Hospital for Sick Children, Greai é 
Corrom, D. G., M.c., B.M. Oxfd, M.R.c.P.: resident assistant 
physician. 

EVERALL, J. D., M.R.c.P.: part-time senior registrar, skin depart- 
ment. 

HAYNES, TONIE F., M.B. Leeds: assistant resident M.o., Tad- 
worth. 

Howe .u, R. G., B.mM. Oxfd, M.R.c.P.: part-time senior registrar, 
skin department. 

Stroup, C. E., M.B. Wales, M.R.C.P., D.c.a.: medical registrar 
and pathologist. 

Colonial Appointments: 

ARNEAUD, J. D., M.B., D.c.P. : superintending M.o., bacteriological 
laboratory, health department, Trinidad. 

BrEecuer, J. L., L.M.S.S.A., resident M.o., Kenya. 

Bisuor, H. 8S. A., M.B. Edin., M.o. (grade B), health department, 
(institutions), Trinidad. 

Boos, MARY M., M.B. ¥.U.1.: assistant bacteriologist, Barbados. 
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Boyp, P. I., M.p. Lond., M.P.H.: D.D.M.S., British Guiana. 

GRAY. A., M.B. Durh. $ deputy chairman vf the silicoc‘s medical 
bursan Ne wth = » tern 

Herceep, V. W. J., m.p. Loid., T.o.p.: senior specialist, Federa- 


tion of srteceks” 

McDonaLp, W. H., M.B.E., M.B. Lond., D.T.M.&H.: deputy 
director of medic ‘al serv ices, Fiji. 

Moraean, R. C., M.R.C.S.: assistant M.o., Princess Margaret 
Hospital, Bahamas. 

Sivam, K., L.M.S., ».P.H.: senior port health officer, Singapore. 

TELFER, ‘ M.B. Glasg.: M.Oo., Northern Nigeria. 

Watcotr, J. E., M.B. Glasg.. D.T.M.&H,: bhactericlogist aud 
pathologist , hades. 









Monday, 25th 
UNIVERSITY COLLEGE LONDON, Gower Street, W.C.1 
5.30 P.M. Mr. T. 8. Work, D.sco. Biochemical Apprceach to the 
Problems of Protein’ Synthesis. (Second of two lectures.) 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
4 P.M. Prof. M. L. Rosenheim : Pyelonephritis. 
MANCHESTER MEDICAL SOCIETY 
9 P.M. (Medical School, University of Manchester.) General 
Practice. Dr. J. 8S. Johnston, Dr. Raymond Judson: 
Evils and Benefits of Sea Transport on Disease. 


Tuesday, 26th 
nore tone OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
’.C.% 
5 P.M. Prof. D. F. E. Nash: Congenital Spinal Palsy—the 
Management of Incontinence. (Hunterian lecture.) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8 P.M. Medicine. Prof. J. H. Burn, F.R.S., Dr. Richard Doll, 
Dr. Neville Oswald: Pharmacological and Medical Aspects 
of Smoking. 
St. Mary’s Hospital MEDICAL ScHOOL, Paddington, W.2 
5 p.M. Dr. Peter Bishop :° Problems of Intersex. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.m. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Prof. J. B. Duguid: Arteria) 
Occlusion. 
ROYAL ARMY MEDICAL COLLEGE, Millbank, S.W.1 
5 PM. Prof. W. Melville Arnott: Physiologic al Features of 
Emphysema. 
ae x ye OF DERMATOLOGY, Lisle Street, W.C.2 
.30 P.M. Mr. B. E. D. Cooke: Disorder of am Mucosa. 
Row ‘AL STATISTICAL SOCIETY 
30 P.M. (Westminster Medical School, Horseferry Road, S.W.1.) 
Medical Section. Mr. D. J. Newell, Dr. A. T. Elder: 
Prevision of Hospital Beds. 


Wednesday, 27th 
RO¥AL SOCIETY OF MEDICINE 
5 P.M. or tnoiee. Dr. E. B. Astwood, Dr. L. T. Samuels, 
Ir. M. Sonnenberg, Prof. C. J. O. R. Morris, Pu.p. : 
RE. in Blood. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2 p.m. Dr. J. H. Humphrey: Biochemical Mechanisms Under- 
lying Hypersensitivity Reactions. (Second of two lectures.) 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5 p.m. Mr. Vernon Thompson: Surgery of Mitral Stenosis. 
INSTITUTE or DERMATOLOGY 
5.30 P.M. Dr. Phyllis Wade: Radiation Treatment of Skin 
Cancer. (Second of two lectures.) 
BIRMINGHAM MEDICAL INSTITUTE, 154, Great Charles Street 
8 P.M. Psychiatry. Dr. a Taylor: Psychiatry and Politics. 
MANCHESTER MEDICAL SOCIE’ 
4.30 P.M. Medicine. Prof. Wilfrid Gaisford: Future of B.c.G. 
(Presidential address.) 


Thursday, 28th 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
5.30 p.m. Dr. D. B. Fry: Speech and Language. 
ROYAL SOCIETY OF MEDICINE 
8 p.M. Urology. Mr. W. M. Borthwick, Dr. W. G. Wimsett, Mr. 
Arthur Jacobs, Mr. H. G. Hanley : Modern Trends in 
Treatment of Genito-urinary Tuberculosis. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of a and Tropical Medicine.) 
Prof. Hans Griineberg, F.R.s.: Localisation of Inherited 
Diseases in the Body. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. Henry Hobbs: Cutaneous Manifestations of 
Syphilis. 
NUFFIELD ORTHOPZDIC CENTR 
8.30 ry. (Wingfield - Morris Orthopedic Hospital, Oxford.) 
mgt = then-Jackeen: Surgical Aspects of the 
Rheumatoid ‘Hand. 
LIVERPOOL MEDICAL INSTITUTION, a26, Mount Pleasant, LAverpool | 3 
8 p.m. Dr. A. B. Ce, Prof. W. Downie, F.R.S., Mr. G. E. 
Thomas, Dr. J. R. Esplen: pashan pene. 
Cee OF ST. ptt Queen’s College, Small’s Wynd, 
undee 
5 p.m. Prof. C. A. Wells: Diaphragmatic Hernia and Related 
Conditions. 


Friday, Ist 
ROYAL SOCIETY OF MEDICINE 
10.30 a.m. Otology. Mr. T. E. Cawthorne: Some Points on - 
Technique of Temporal Bone Surgery; Dr. C. 
Hutchinson: Interdependence of the Ears. 
2.30 P.M. Laryngology. Mr. A. Young, Dr. C. S. Darke, Dr. 
Lionel Wolman: Larynx in Rheumatoid Arthritis. 
Ir. C. P. Wesson: Choanal Atresia. 
5.30 P.M. Anesthetics. Dr. Andrew Donughtv. Mr. Kenneth 
Rotter: Anesthesia for Adenotonsillec).:ime. 
PostGRaDU ATE MEDIC AL Son OL OF Low non 
ma oe Bin oud OUSUDliulten! 
4 Pa ‘Dh. = x. Messie 1 E »ideiniology of Corovary Heart- 
iseas, 
Sr. Mary ABBe 3 Hospital, Marloes Road, Kensingwon, W.8 
6 P.M. Mr. Simson Hall: Mobilisation Operation in tae Treatment 
of Otosclerosis. (James Yearsley lecture.) 
BRITISH TUBERCULOSIS ASSOCIATION 
4.30 p.m. (26, Portland Place, London, W.1.) Vr. Thomas 
Simpson, Mr. N. R. Barrett, Mr. T. Holmes Sellorg: Acute 
Emergencies in Chest Medicine. 
ROYAL MEnco-CHIPURGICAL SUCIETY OF GLASGOW 
8.30 P. , & (Royal Faculty of Physicians and Surgeons of Glasgow.) 





A. T. Doig: Prevention of Industrial Diseases. Y/ 








wet me he ee we OC 


i le i le 














‘THE BANCET] 


Notes and News 


A BIRTHDAY TRIBUTE 


On-Feb. 22 Sir Gordon Holmes, consulting physician to the 
National Hospital, Queen Square, is 80. In opening the 
celebrations at the unveiling of his portrait on Feb. 7, Dr. 
Macdonald Critchley said that the physicians at Queen Square 
had felt that the reissue of some of Sir Gordon’s work in a 
monograph! was not enough to mark the occasion, and 
Mr. Harold Knight, r.a., had been commissioned to paint a 
portrait to hang in the medical school of the National Hospital. 
Former residents and students from all over the world had 
contributed. The artist unhappily could not be at the 
unveiling, though Dr. Critchley welcomed his wife, Dame 
Laura. 

Sir Francis Walshe described Sir Gordon as “ the greatest 
teacher of clinical neurology of our time,’’ and congratulated 
Mr. Knight, who had “‘ so cunningly and beautifully captured 
and put on canvas for us the inward spirit and the outward 
seeming of Gordon Holmes.’’ Describing himself as one of 
Sir Gordon’s oldest pupils, and a friend of nearly fifty years’ 
standing, he paid tribute to his lessons in accurate observation 
and faithful and methodical recording. Many distinguished 
neurologists in North America were proud to recall how they 
had striven and suffered on his ward rounds while serving as 
his clerks ; for to suffer and to strive were among the necessary 
conditions for the acquisition of knowledge. 

Sir Francis then unveiled the portrait, and Sir Ernest 
Gowers, chairman of the committee of management, accepted 
it on behalf of the medical school. 


UNIVERSITIES AND PARLIAMENT 
Tue House of Commons’ Committee of Public Accounts 
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COST OF HOME CARE FOR THE ELDERLY 


Ir is often said to be cheaper to keep old people in their 
own homes than under any form of communal care. The 
National Corporation for the Care of Old People } had doubts 
about this, and, since no figures had apparently been published, 
they decided to look for a reasonable basis for estimating the 
actual cost of domiciliary services. Details were examined in 
21 cases where different services had been provided in varying 
amounts for old people at home. The cost of each service 
was estimated with the help of figures given by the appropriate 
authorities in the area or from Ministerial statements in 
Parliament. To make possible a direct comparison with the 
cost of institutional care, a figure of £2 5s. a week, representing 
items such as maintenance of building, rent, rates, fuel, pre- 
visions, and clothing, was added to the cost of the services. 
This figure, the Corporation’s report adds, may seem arbitrary 
but “it can, it is thought, be justified.” 

Estimated in this way, the cost of hor 
enormously. For example, for a patient ’ 
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The go “"° do show. that it is not necessarily cheaper for old 
figures «(© “© remain at home with the help of the domiciliary 
thin) “Vs: The cost and the call on av ailable man-power may 
be such that, on these grounds alone, institutional care would 


have repeatedly declared their uneasiness at the degree of a “e preferable. The governors hope that the publication of 
freedom allowed to the University Grants Committes in _* these figures will encourage others to make similar estimates. 
its allocation of the funds put at its disposal by Parliament,’ ds ATARAXICS IN NEW YORK 

The Treasury, to its credit, has long resisted additio, tii te Commissioner of Health of New York City asked the 
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committee on public health of the New York Academy of 


out) Medicine to ascertain whether the present widespread use of 


tranquillisers was a menace to public health. At present 
5-10% of all prescriptions in the city are for these drugs and 
the proportion is increasing. The committee has reported that 
there is ne proof at present that they are a menace to public 
health, but it recognises the many dangers of their being taken 
without competent medical supervision. It recommends that 
the saiiitary code of New York city be revised to make it 
accord more fully with Federal rules. Prescriptions for 
potentially harmful drugs (including tranquillisers) could then 
be refilled only on the order of the prescriber, which is not 
the case now. Physicians, says the report, may be danger- 
ously misled by the extravagant claims in the advertising of 
certain manufecturers, who propose far too many indications 
for tranquillisers and-ignore their harmful effects. The com- 
mittee advises the city board of health to survey the advertising 
literature “‘ as the first step toward bringing about improve- 
ment in it.” 


University of Cambridge 
On Feb. 9 the degree of ai.5. Was conferred on Terry Buchan 
and, by proxy, on A. C. Fernando. 


University of London 
Or. fan. 30 the degree of M.p. was conferred on P. H. Connell 
and. J. G. P. Hutchison. 


At t!.e charter duy dinner the honorary fellowship of the 
ecllege was con*e rod on Mr. T. J. D. Jeane. 


Bill tc Festrict Sale of Alcoie! in France 
12 the We’ 
to forbid “he saié to chilérén uUmcer 12 years old. in bats and 
other oubiic places, of drinks containing more than three 
degrees of aleohol. The Bill would also forbid the distribution 
or dispatch to people less than 20 years old of matter 
per uny alcoholic drink. 


tex al A coor bly roid in feawarr of a Bill 


- The Nati: nal Corporation for the Care of Old People, Nuffield 


uM, s 6 Paik, Loudun, N.W.i. Sti auuual report of 


we ‘oard ‘of Gove rnors, for the year en“ed Sept. 30, 1956. 














436 THR LANCET] 


Queen’s University, Belfast 

Dr. O. L. Wade, senior lecturer in medicine in the University 
of Birmingham, has been appointed to the chair of therapeutics 
and pharmacology in the «iniversity. The duties of the post 
include charge of beds in the teaching hospital. 

Dr. Wade, who is 35, was a scholar of Emanuel College, Cambridge, 
and gained a double first in the natural sciences tripos. At University 
College Hospital he was Acheson scholar, and after gualifying in 
1945 he held house-appointments there and at Addenbrooke’s 
Hospital, Cambridge. Later he was for a short time in the Medical 
Research Council pneumoconiosis unit at Cardiff. Since 1951 he 
has been in the medical professorial unit at the Queen Elizabeth 
Hospital, Birmingham. In 1954 he held a Reckefeller travelling 
fellowship in medicine which he spent with Dr. Robert Loeb and 
Dr. Stanley Bradley at the Columbia Medical Center. Dr. Wade’s 
investigations have been into the hemodynamics of the pulmonary 
and hepatic circulations. ‘ 
Royal College of Surgeons of England wed 

At a meeting of the council on Feb. 14, with Sir Harrv al of 
the president, in the chair, Sir Henry Dale, 0.M., was - 
as a member of the court of patrons. The honorar 
the college was presented to Lady Webb-Joh 

Mr. A. L. d’Abreu (Birmingham) and Mr. E, 
College Hospital) were elected to the cour 
three years. Mr. A. C. McEachern (Adel 
member of the court of examiners for 
Platt was appointed visitor to the fir 
examination of the College of Phys; 
South Africa. The Hallett prize was 
Weinman, of Ceylon. The college ag 
University of Ceylon for # primar: 
held in Colombo in January, 195 

A licence to practise was conf; 

Fellowships were granted in t 
the following : 

J. K. Trotter, T. R. Ben 
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> Facuivy Oi Anawsthetiats 


i. M. C. Corfield, Peter Dinmore, 
sastable, June E. Bret tt, J. B. 
wv. I. Chisholm, Cevil Moss, R. H. 
jael Rosen, Frank Wilson, Azmy 
' “avies, W. J. Glover, R. P. Holmes, 


Muuiguumery. J. D. Noir “ders, K. 3. Holleway. James Moore. 

Boiton, Wendy A irkis. 

a ; rte restival dinner on Feh. 14, Sir Wace 

RG Wate: a — Diaege; suportscu uidt the Nutteld 
At the Ss Surgice! Sciex 1ces now had eighty postgraduate 


Platt, » #8 in residence, and it was to be officially opened by 
Colle“. Freyberg on April 5. By September, the third and final 
y iif” v9 of reconstruction would be completed as a shell. Two 
’/ years ago hopes had been high ; but now a halt would have to 
‘ lye called until the country came to realise that the college must 
ce restored, extended, and maintained in order that it might 
fulfil its destiny as an international academy of surgery. Sir 
Harry was responding to the toast of The College proposed 
by Sir Albert Richardson, past president of the Royal 
Academy, who spoke of that body’s debt to John Hunter’s 
brother, William, who in 1768 became the Academy’s first 
professor of anatomy. As a patron of the arts, William Hunter 
set an example w thich Sir Albert Richardson enjoined his 
hearers to follow. His speech ranged widely and wittily ; 
and the Archbishop of Canterbury, when he rose to reply for 
The Guests to Mr. Lawrence Abel’s toast, complained that 
ths eermon had already been preached ; for Sir Albert's observa- 
tions had teen marked by the exhortation, denunciation, and 
salesmanship which were the proper functions of any sermon. 
More seriously, the Archbishop declared that doctors and 
others should think of themselves as concerned with persons— 

not with problems or cases. Regarding people as problems 
led to the formulation of principles; principles must be 
related to people, for dehumanised principles led to slogans ; 
and slogans were the work of the Devil. Sir Ernest Finch, as 
Hunterian Orator, responded to Sir Russell Brock’s toast. 


Si. George’s Hospital London 

Owing to rebuilding in the medical school, the postgraduate 
lectures in neurology and psychiatry have been cancelled until 
further notice. 


Institute of Dermatolo¢y, London 

A semi-permanent exhibition, by Dr. C. D. Calnan on 
cosmetic dermatitis, will be held at this institute, Lisle Street, 
W.C.2, from March 4 to 25. 


Royal Society of Health 

A sessional meeting of this society will be held on Thursday, 
Feb. 28, at 10 a.m. in the Town Hall, West Bromwich, when 
the programme will include a paper by Dr. J. F. Skone on 
the coloured worker. 


NOTES AND NEWS 
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Scott has been appointed honorary consultant 
to the Army at home, in succession to the late 
"itby. 

« Europe Medical Fellowships 
ncil has allocated 9 million French francs for medical 
os for 1957. This sum will provide for 100 “‘ fellowship 
The duration of each fellowship will be at least 
was, and it will cover subsistence, travel, and incidental 
ses. British applicants may obtain further information 
1 Mr. W. H. Boucher, Ministry of Health, Savile Row, 
adon, W.1. The closing date for ee is March 15. 


&oyal Society of Medicine 

Leverhulme Associates.—The council of this ails through 
the Leverhulme Trust Fund, is able to appoint 100 of these 
associates each year who, without payment of any subscription, 
enjoy nearly all the privileges of fellows. 

Men and women are eligible provided that they are not already 
fellows of the society, that they hold a full-time clinical or non- 
clinical teaching or research appointment in a medical, dental, or 
veterinary department of a British university, and that their total 
income from academic or professional sources does not exceed 
£1500 p.a. Forms of application may be had from the deans of 
medical schools or from the secretary of the society, 1, Wimpole 
Street, London, W.1. Applications may be made at any time, but 
most vacancies are filled each year during the last week in March. 
For this reason it is advisable to apply between March 1 and 15, 
Rockefeller Foundation Grants 

During the last quarter of 1956 the Foundation distributed 
over $8 million. Grants for medical education and public 
health amounted to $1,064,709; and for biological and 
medical research, $1,147,260. 

For the support of its field services in medical education and 
public health in 3957, the Foundaties has appropriated 
$371,625, an increase of more than $5U,_ 0 over tbe amount 
appropriated for 1956. For the promotion of medical educa- 
tion and public health throughout the world, the Foundation 
maintains regional offices in Brazil, Chile, and India, and it is 

planned to open one in the Middle East this year if political 
conditions permit. 
iiuntérian Society 

At the Society’s annual dinner, held in London on Feb. 14, 
Lord Luke confessed himself a new recruit to the admirers 
of John Hunter. He was proposing the toast of The Society 
and, in preparation, he had been reading the life of Hunter 
which the society’s officers had thoughtfully provided for 
him. It was a fascinating story: if anyone had made a 
mark on his age it was John Hunter; he was a rebel, and 
there was 4 great affinity between sls and pioneers. The 
essence of research, Lord Luke thou, _—vas not to be satisfied ; 
and though research in industry was more in his line than 
medical research he had a feeling that in both campaigns 
the enemies were the same: the war was being waged against 
waste, inefficiency, and high costs (or should it be high blood 
pressure 2). One ot the e2mmon denominators of thia work 
was @ certain amount of vision: John Hunter had had 
a lot of vision, and that was an attribute which Lord Luke 
would ise ts ses more in evidence today. in his reply, 
Dr. C. D. Coyle, president of the society, referred warmly to 
the work done on its behalf by Mr. A. E. Mortimer Woolf, 
Mr. C. R. Rudolf, Mr. R. 8S. Murley, and Dr. C. W. Kesson. 
This year, Dr. Coyle recalled, was the 50th anniversary of 
the first attendance of the Lord Mayor of London at the 
society’s annual dinner; and the toast of The Lord Mayor 
and Corporation, dashingly proposed by Dr. Macdonald 
Critchley, was drunk with enthusiasm. Dr. Critchley thanked 
the Lord Mayor, Colonel Sir Cullum Welch, for bringing 
zest and buoyancy to all his duties and for making so many 
gay and good-natured contributions to our morale. In his 
friendly remarks about the society, Sir Cullum said he was 
delighted that the Hunterian Oration was to be delivered 
in his home, the Mansion House. A reference to the Whitting- 
ton Hospital then brought him to the stone on Highgate Hill 
associated with his distinguished predecessor, and he pointed 
out that it was wrong on three points: Dick Whittington 
was Mayor (the office of Lord Mayor came later), he occupied 
the civic chair four not three times, and there was no evidence 
that he was ever knighted. Mr. Ian Robin dealt adroitly 
and courteously with The Guests, who were in the fortunate 
position of having sliss Rose Heilbron, Q.c., to reply for them. 


Prof. W. W. Mushin is to address the New York State Medical 
Society at its sesquicentennial celebration: in February. In March 
he is to be a visiting professor of surgery (anesthetics) in the 
University of California Medical Center in Los Angeles 
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iron therapy for 


Precision 






\ the arthritic 


“The common association of an anaemia with rheumatoid 
disease has been recognised for many years...” 


iron?—‘‘Biood iransfiisions have been given wiil goo 


results but improvement has been transient”. 


Oral iron?—*The prolonged administration of iron by 


mouth has not proved very effective’. 


Intravenous iron?—*...the difficulty of giving such 
injections to patients with joint deformity is a draw- 
back as well as the liability to cause unpleasant side 


reactions . 


Intramuscular iron?—‘‘Clearly, an iron preparation 


for intramuscular injection free from side effects and 


fairly rapidiy absorbed would be a great atvantage . 

It is concluded that...in the treatment of the 
anaemia of rheumatoid arthritis... intramuscular 
iron is as beneficial as intravenous iron and easier to 


administer.”’ Ann, Rheum. Dis., 1956, 15, 51. 


Conclusion: 


A fall in haermog!obin is a common feature in arthritis 
and its restoration to normal is an essential part of the 
treatment. Restoration of a normal haemoglobin level 


can be quickly and surely achieved with Imferon. 


DFO LON crecerne ore 


TRADE MARK 


{ BENGER ) PIONEERS IN PARENTERAL IRON THERAPY - BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. 
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“Im actually enjoying this soft diet, doctor! 
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A REALLY INVITING SOFT DIET MENU! 
Egg poached in Heinz Strained Tomato Soup to 
begin with. And for the second course, Heinz 
Strained Apricots set into a mould with gelatine. 
Enough to make the most finicky patient’s mouth 
water! 


























ss 


Few patients like the idea of a soft 
diet. But you’ll find they do cheer up 
and tele an interest when you tell them 
about Heinz Strainec Foous. 

These ready-to-serve, appetizing 
foods contain no spices or strong- 
Asverss2 Scasviuugs. Lacy are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of edch variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are 19 varieties from which 
Soft Diets can be planned : 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Semolina 
Prunes with Cereal 
Creamed Cereal 
Apricots with Rice 
Chocolate Pudding 


For hospital use, Heinz Strained Foods 
are obtainable from the usual suppliers, 
or direct from H. J. Heinz Company 
Ltd., Harlesden, London N.W.1o. 


“HEINZ 
Strained Foods 


make a soft diet interesting 











[FeB. 23, 1957 


THe Lancet] — THE LANCET GENERAL ADVERTISER 





= 








| | 
HER MAJESTY’S OVERSEAS CIVIL SERVICE 
(MEDICAL BRANCH) 


eee a : 
Ow s 
RIAA Way eee a . ‘ : BIver Teer 
| IVY AS AREUININ | iNew nse tA 


NIGERIA 


VACANCIES FOR MEDICAL OFFICERS 


The Medical Officer in charge of an area is the Health Adviser to the local Native Administration. 
His work relates preventive medicine to clinical practice. 
A full and varied life of absorbing professional interest. 
Pleasant living conditions : dry, high and generally healthy for Europeans. 
Quarters at low rental. 
Income Tax at low local rates. 


Permanent appointments available carrying non-contribuiory pension, with opportunities for 
paid study leave in United Kingdom. 


SALARIES for permanent Medical Officers in scale from £1,212-£1,950 p.a.: starting salary 

according to experience. Doctors possessing approved higher qualifications receive addi- 

tional increments of salary. Staff pay of £100 p.a. for officers employed in posts from which 
private practice is debarred. 


Good promotion prospects to posts carrying superscale salaries. 
SHORT TERM (Non-pensionable) contracts on enhanced salary scale of £1,434-£2.286 p.a. 


starting salary depending <= qualifications and experience. Gratuity on termination of 
contract. 








National Health Service Superannuation rights can be preserved. 
Oversea tour of 12-24 months according to age and generous paid leave. 
Free passages for doctor and wife, and cost of passages for children to maximum of one full fare. 
Allowances for children of £120 p.a. for first child, £96 p.a. for second, and £72 p.a. for third. 


Clothing allowance of £45 on appointment (within salary limits). Baggage allowance and 
travelling expenses in Northern Nigeria. Disturbance allowance (when moving stations). 
Touring equipment allowance £40. 





Apply to :— 
DIRECTOR OF RECRUITMENT, 
Colonial Office, 
Great Smith Street, 
Westminster, S.W.1 
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Tomorrow she will be in hospital undergoing 
an operation. Not a serious one, and she’s not 
looking very serious about it, is she? She’s a 


sensible girl and has complete faith in modern 





medicine and surgery. The doctors and nurses 
who look after her in hospital put ¢/ezr trust in 
British Oxygen equipment and gases. Like 


hers, their trust is well founded. 


(0) BRA TtisSsSHwo OxXYGQOEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases 
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The anti-spasmodic and sedative action 
of codeine and bromoform help to 
control the cough without eliminating 
the cough reflex while the extracts of 
senega, krameria and wild cherry, give 
relief both to congestion and rawness 
in the chest. 

Pleasant to take and suitable for all ages. 
FORMULA: Bromof. B.P.C. 0°85%, Codeine 
Hydrochlor. B.P.C. 0°25% Krameria, B.P., 


Prunus Serotina, B.P., Senega, B.P., as liquid 
extracts of each 1°14%. 






pay 


for Round the Clock control of COUGHS & CONGESTION 
: v 
iA > 


BROMODEINE 


40z., 160z., 800z. 


BASIC N.H.S. CosT: 104d. per fi. oz. 


BOTTLES: 202. 





THE CROOKES LABORATORIES LIMITED * PARK ROYAL * LONDON + 


N Ww 10 








DALZOBAND MEDICATED BANDAGES 


The Dalmas Doctor’s Cabinet 





An Unna’s type bandage, always 
moist, always ready to use. There 
are five varieties, all conforming to 
the specifications of such bandages 
in the Drug Tariff. The medica- 
ments are: zinc past~; zinc paste 


and ichthammol 2%; zinc paste 
with urethane 2% and ichthammol 
2% ; zinc paste with urethane 2% 
and calamine 5.75%; zinc paste 
with coal tar 3%. 

AVAILABLE ON E.C.10. 


DALMAS LTD., LEICESTER & LONDON Established 1823 





contains 180 waterproof dress- 

ings in eight sizes and shapes 

plus a one-yard spool of 
Dalmas Strapping 


DALMAS 


"a 5/56 
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Contains Procaine I*/e Phenazone ®p 
in Anhydrous Glycerol 


indicated for 
paintul affections 
of the 


middle ear 


Available for prescribing 
in bottles of 6 gm. (Basic price 2/4) 
in bottles of 12 gm. (Basic price 3/9) 


SERUMWERK BASEL 


Sole Distributors for Great Britain 
and Northern Ireland: 


UNICHEM LTD., LONDON S.W. 17 





DOR LEE PLB LEABLEISPESE! AL ELE E BELGE 














i 


THE WELL-KNOWN ANTISEPTIC 


AGAINST 
GRAM-NEGATIVE ORGANISMS 


NIPA 
LABORATORIES 


LIMITED 
TREFOREST INDUSTRIAL ESTATE Wr CARDIFF 


TEL TREFOREST 2128/9 





Sole Distributors for the United Kingdom 
P. SAMUELSON & €O 
|, CRUTCHED FRIARS, LONDON, €.C.3 
Telephone : ROYAL 2117/8 
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BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 


Established in 1911 . Tel.: BYRon 1011 & 4772 
(Incorporated Association not carried on for profit) 
A private clinic for the treatment of the neuroses and nervous 


disorders by psychotherapy and all modern physical therapies. 
Apply: MEpDIcAL DIRECTOR 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME © -r Nervous and Mental iliness. Ali types 

of treatment carried out. dati for Alcoholics end Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. «ar week 
upwards according to requirements. 

Apply to Dr. Jj. A. SMALL Telephone : Norwich 20080 


SPRINGFIELD HOUSE 
Phone: BEDFORD 3417 Near BEDFORD 
For MENTAL CASES (including the aged) 


Fees from Nine Guineas per week 
For forms of admission, &c., apply to the Resident Physician, 
Ogpric W. Bowsr. 
INTERVIEWS IN LONDON BY APPOINTMENT. 





CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mental and Nervous illness. 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street to Pinner. 

DOUGLAS MACAULAY, M.D., D.P.M. 
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ST. ANDREW’S HOSPITAL enrat cisorpens 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
MepIcat SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. . 
WANTAGE HOUSE 


_. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Menta] and Nervous Disorders by the most inodern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrica] baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
_ Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 

The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Est=te a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), whe 
ean be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 











A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach : 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


THE MEDICAL PROTECTION SOCIETY .uimirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory Heuse, Leicester Sq., W.C.2. Gerrard 4553 and 4814 











Vacancies 











ACADEMIC AND EDUCATIONAL Page| Aylesbury. Royal Bucks. Sr. H.O... 61] EAR, NOSE, AND THROAT 
SECTION 57 ey n. Clatterbridge. Jr. H.M.O. os North East Met. i meg. . + 
or Locum = os = -- 6 St. James’, 8.W.12. Locum Reg. .. 
ANASTHETICS _ ‘ Bedford Gen. Locum Reg. .. .. 61] Birmingham R.H.B. Reg. .. -.. 
Charing Cross Hosp. Group. Reg. .. 59{| Golchester H.M.C. Sr. H.O. .. .- 63] Canterbury. Kent & Canterbury. Sr. 
Connaught, E.17. Sr. H.O. .. -- 59] Dudley, Stourbridge & Dist. Sr. H.O. 63 =; = - bi .. 62 
Lambeth, S.E.11. Reg. a -. 99] Epsom Dist. Sr. H.O... se .. 63] Salisbury. Gen. Reg... es ia 
New Cross, S.E.14. P.-t. Locum Reg. 60] Hartlepools. Pre-reg. H.O. or Sr. Stoke-on-Trent. City Gen. Locum 
Prince of Wales’s Gen., N.15. Sr. H.O. 60 a... ees < te =) leg. .. 3 - ” .. 68 
Bedford Gen. Reg. & Locum Reg... 61 Ipswich & East Suffolk. Sr. H.0... 64] Wolverhampton. Royal. Pre-reg. 
Bromley a. oo? Sr. H.0. .. = Kettering & Dist.Gen. Sr.H.0.  .. 65] HLO. .. .. a a .. 68 
East Anglian R.H.B. Reg. . . -- 63] Northampton Gen. Sr. H.O. & H.O. 66 
Glasgow. Southern Gen. Sr. H.O. .. 64 Nottingham Gen. Sr. H.O. .. . 66 | GERIATRICS . 
Grimsby. Scartho Road. Reg. -- 64] Oxford R.H.B. Reg... , 66] Whittington, N.19. H.O ° , 61 
Leeds R.H.B, Locum Sr. H.M.O. .. 53] Sjough. Upton. Reg. oP . 68] Manchester R.H.B. Reg. .. ; 66 
ate a Reg. mr -- 66] Swindon & Dist. H.M.C. Sr.H.O. .. 68] Rochford, —or Gen. “ee Res. 67 
Newcastle United Hosps. Reg. .. 66 . York A & Tadcaster M.C. P. 
Northampton Gen. Sr. H.O. & H.O. 66| CHEST AND TUBERCULOSIS — Pe H.M.O. oe ae i .. 69 
Nottingham Gen. Sr. H.O. .. . 66] Brompton, S.W.3. Reg. & H.O.’s 59 : : 
Oxford Unitéd Hosps. Cons. .. 68] Colindale, N.W.9. Reg. + .* 59 INFECTIOUS DISEASES 
Plymouth. South Devon & East Paddington, W.9. Sr. H.O. .. -- 60] Neasden, N.W.10. Reg. i .. §9 
‘Cornwall. Sr. H.O.’s ie .. 66] Broxburn, West Lothian. Bangour .. | Ipswich. St. Helen’s. H.O... . 65 
Salford. Hope. Sr. H.O. “sh . Gen. Reg. or Jr. H.M.O. & H.O.’s 62] Manchester. Monsall. Sr. H.O.’s -- 65 
Scotland. Northern R.H.B. Sr. Reg. Cottingham, E. Yorks. Castle Hill | paisley I.D. Pre-reg. H.O. .. .. 67 
& Locum Sr. Reg. .. os , CF H oe 4 po Ana Se R Sr. Zz i .° rt Southampton Chest. Sr. H.O. pen a 
shrew: r. oyal Salop Infy. & arefield, Middx. Sr. Reg. ee 3 
eo. ty H.O. . .. .. 68 | Harrow Chest Clinic. Locum Reg... 64 MEDICINE ; 
Southend-on-Sea. Gen. Sr. H.O. . 68] Henley-on-Thames. Peppard Chest. | | Hammersmith Hosp. & P.-G. Med. _ 
Warrington Gen. Sr. H.O. ..  @& Jr. H.M.O. .. - oe -o OF School, W.12. H.O.’s — .. fc 
Hexham. Barrasford San. Jr. H.M.O. Hampstead Gen., N.W.3. Pre-reg. _ 
BACTERIOLOGY or Sr. H.0. .. és Ry ; 64  - . a « - oe os ae 
Glasgow Victoria Hosps.Sr.H.O. .. 64] Malvern. St. Wulstan’s. Jr. H.M.O. 65] New End, N.W.3. H.O. ha — 
ALTY Scotland. Northern R.H.B. Reg. .. 67] Plaistow, E.13. H.O. .. i .. 60 
qasu eatin a : St. Nicholas, S-E.18. H.O. |... 61 
Hampstead Gen., N.W.3. Sr. H.O. .. 59 | DERMATOLOGY co ee 4 .0.’s.. as 
” " : Ini . 9 | Whittington, N.19. -O. 
Lambeth, S.E.11. Sr. H.O. .. .. 69] Cardiff United Hosps. Reg. .. -- 62] \lesbury. Stoke Mandeville. H.O... 61 
North East Met. R.H.B. Reg. .. 60] Northampton Gen. H.O. .. 66] AS y. > ei 
Whittington, N.19. Sr. H.O.’s .. 61] Oxford R.H.B. P.-t. Cons. .. sc (continued overleaf) 
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Barrow-in-Furness. North konatate. PADIATRICS Bedford Gen. H.O. .. 

H.O. j 61 | Hosp. for Sick Child., W.C.1. Regs. 61 | Birmingham R.H.B. Regs. .. 

Cambridge. Adde nbrooke’ s. H.O. 62 Tag ey N.19. ; H.O. - 61 Bishop Auckland. Gen. H.O. 
Chichester Group H.M.C. Jr. H.M.O. 63 Barrow- -in- Furness. Devonshire Road. Bognor War Mem. Sr. H.O. .. oe 
Colchester H.M.C. H.O. .. 63 Sr. H.¢ 61 | Bourremouth. Christchurch. Pre-reg. 
Derby. Derbyshire Royal Infy. Pre- Che eG St. John’s. H.C i.) a H.0O. 2° 

reg. H.O. or Sr. H.O. 63 | Mane ihe ate r. Booth Hall C hia’ s. Jr. Brighton. Royal Sussex County. H.0. 
Dorchester. Dorset County. Pre-reg. HM _. 65 | Burton-on-Trent. Gen. Pre-reg. H.O. 

H.O. . . “ 63 | Mane Sachin Royal Manchester Childs. Cante ae. Kent & Canterbury. 
Gainsborough. John ¢ oupland. teg. “ph ip 65 H.( sh ete 

Locum_ Reg. e 64] Nottingham Child’s & City " Hosps. Cardi, ‘Caerphilly & Dist. Miners’. 
Glasgow Royal Infy. Sr. H.O. 64 eg. .. ina 66 . ih 
pore. King George. Pre-reg. H.O. 65 | Sheffield United Hosps. “Reg.. 67 | ¢ ie i r Group H.M.C. Locum Sr. 

pswich & Kast Suffolk. Sr. H.0. 65 to \ Ci > P “g. eg. -* 
Maidenhead. Locum H.O. ‘ 65 ° ak a Tay Se - ree 68 | Chic hester. Royal West Sussex. H.O. 
Newark Gen. Jr. H.M.O. 66 | Swindon & Dist. H.M.C. Sr. H.O. 68 | Colchester H.M.C. H.O - 
Nottingham City. Sr. H.O. 66 York. C ‘jounty, City & Yearsley Bridge ** | Darlington Mem. Sr. H.0. & H.O. .. 
Oxford R.H.B. Reg. . — oe Hosps. Locum Sr. H.¢ 69| Derby. Derbyshire Royal Infy. Sr. 
Portsmouth Group H. M.C Pre-reg. . oa a és os 

1.0. ee het 7 | PATHOLOGY Douglas. Noble’s Isle of a, H.O.. 
Rochford, Essex. Gen. Pre-reg. H.O. 67 Beverley. Westwood. Sr. H.O. 61 | Driftield. East Riding Gen H.O. 
Scotland. Covi Batters R.H.B. Reg. 67 Birmingham RILB. Reg. . 62 | Dudley, Stourbridge & Dist. Pre- reg. 
Sheffield. City Gen. Reg. .. :- 68] Birmingham. United Hosps. Reg... 62 1.0. 
=~ i) ld U ‘nite d Hosps. Reg. or Sr. Manche: ute r. West Manchester H.M.C. Edgware Gen. H.O.’s.. 

— Sr. H.¢ 66 | Enfield. Chase Farm. Pre- -reg. H.O.. 
Southe nd. Gen. Locum Reg.. 68 | Nort hannpion Gen. Sr. H.O.. 66 | Gravesend & North Kent. H.O. 
Taplow. Canadian Red Cross Mem. Oxford R.H.B. Cons... "* 58 Hare field, Middx. Pre-reg. H.O. 

H.O. . ° 68 | Pontypridd. East Glamorgan. Sr. farrogate Gen. H.O. oe 
Torquay. Torbay. Sr. H.O. . . 68 on 4 _ — aie’ _. 66] Hastings. Royal East Sussex. Pre- 
Tynemouth. Victoria Jubilee Infy. N tl mn ‘Ireland Hosps. Auth. Sr. reg. H.O. = 

Locum Jr. H.M.O. or Sr. H.O. <n * ». 7 - Ds. is ‘ _. 69] Hemel Hempstead. West Herts. Pre- 
Welsh R.H.B. Locum Cons. 58] Us Cit f Kix vat b. N.Y. reg. H.( oe 
West Hartlepool. Gen. Sr. H.O. 69 SA. Soy o Saee Lab. ** 5 | Hereford. "Gen. Pre-ng. 3.6. 
Weymouth & Dist. Reg 69 Hove Gen. Pre-reg. H.O. . 
Winchester. toyal Hants yr County. PHYSICAL MEDICINE eae rsfield Royal 4 * » H.¢ z miss, 

Pre-reg. H.O 69 | Manchester R.H.B. Reg. ne .. 65 u Vie —2 Hosp. for Sick Chil¢ 
Worcester Royal Infy. H.0. 69 North’ West Met. R.H.B. P.-t. Sr. Pre-reg. H.¢ 
Northern Ireland Hosps. Auth. Tutor HN an , _. §8 | Kidderminster se Dist. Gen. ’ Pre-reg. 

Reg. & Tutor/Sr. H.O. ‘ . 69 H.O. . os oe 
ae ey ra riastic me sonal Victoria. H.O. 63 sede RIE ee io. 

Mee io nal Hosps. for Nervous Diseases. - ast Grinstead. Quee r a. M.O. ~ | Maidstone. West Kent Gen. Pre-reg. 

asco . * %* | PSYCHIATRY .O. 

NEUROSURGERY North East Met. R.H.B. Sr. Regs. 60 | Manchester R.H.B. Reg. 
Leeds United Hosps. Sr. Reg 65 | St. Mary’s, W.2. P.-t. Reg. .. . 60] Newcastle Gen. Sr. H.O. 
Romford. Oldchurch. Sr. H.O. 67 | Aberdeen Royal Mental & Kingseat be mn My = ss oH a 
3 ; J yew 3 . Se. 0.’ orthampton Ge F ‘e 
OBSTETRICS AND GYN.ECOLOGY Mental, Newmachar. Sr. H.0.'e & | paisley. Royal Alexandra Infy. Pre- 
Fulham, W.6, & Fulham Maty, 8.W.6. Birmingham R.H.B. Sr. Regs. a reg. H.O. ° oe 
Re &. ie ee . 59 U sps. Locun Peterborough. Mem. H.O. .. we 
James’, 8.W.12. Sr. H.O. 60 = ee Seay “hoes ‘ ‘ 62 | Ponty pues. Kast Glamorgan. Sr. 
w hittington, N.19. H.O.’s . .. Glig Iton Dist Gen. Sr. H.O. 62 1.¢ e ela 
Barrow & Furness H.M.C. Sr. H.O. 61 Giestiein. rl ne ey 5 H.M.O. 62 Portsmouth Group H.M.C. Pre-reg. 
Birmingham United Hosps. Reg. . 61 oe Anglian R.H.B. Reg. 63 H.O.’s oe . 
Birmingham United Hosps. H.O.’s. 61 | Edinburgh. Royal Edinburgh Hosp. Romford. Oldchurch. H.O. .. 
Derby. Derbyshire Hosp. for Women. for Mental & Nervous Disorders. Romford. Victoria. H.O. 

Pre-reg. H.O.’s or Sr. H.O.’ 63 Sr. H.O. 63 | Salisbury Gen. H.O. .. os oe 
Doncaster Royal Infy. & Western Hornchurch. St. George’s. Temp. Sheffield. City Gen. Locum H.O. .. 

Hosp. Reg. / ‘ — Reg. .. 64 ) Shrewsbury. Royal Salop Infy. 
Edgware Gen. H.O.’s, . “ -- 641 Lancaster Moor. Jr. H.M.O. & Reg. 65] _ Copthorne. H.O. 

Epping. St Margaret’s. Sr. H.O. 63] Lancaster Moor. Locum Sr. H. M.O. 58 a 7 ene Royal South Hants. 
Hastings. Buchanan. H.O. .. 641] Leeds R.H.B. Locum Sr. H.M.( 58 Re 

Kingston, Surrey. Sr. H.O. 65 Macclesfield. Parkside i. M.C a ‘Z. 65 He a ns & Dist. H. M. C Sr. HH. Oo 
Leeds R.H.B. Reg. .. €5 | Manchester. Booth Hall Child’s. Reg. 65 Stirling & C lackmannan | Hosps. B.O.M. 
Liverpool. Walton. H.O.  . 65! North East Met. R.H.B. Reg. .. 60] _, Pre-reg. HO. 

Louth. County Infy. Sr. H.O. 65 | Sheffield R.H.B. Cons. & Sr. H.M.O. 58 | Stockport Infy. H.O. 

Rochford, Essex. Gen. Sr. H.O. 67] Sutton. Banstead. Reg. 68 | Stoke-on-Trent. North Staffs Royal 
Rochford, Essex. Gen. H.O. 67] Welsh R.H.B. Locum Cons. & Sr. Infy. Pre-reg. H.O 

Salisbury Gen. H.O o- 67 H.M.O 58 | Swansea. Sr. H.O. , 

Scotland. North-Eastern R.H.B. Sr. S.A. Virginia. Physicians. . 58 | Tredegar, Mon. Gen. H.O. 

few. . Ee ae Cae | Welsh R.H.B. | Regs. . we 

Shore ham by-Sea. Southlands. Sr RADIOLOGY Whitehaven, Cumberland. H.O. or 
o 6 ’ . 58 s . 
: . ' Nort Ww pt Dee. R.H.B. Cons. 8 r. . ae 
Shrewsbt iry. Cross Houses. Pr -reg. ; “ag ow s ; 12. Reg ty 60 Wine he ster. Royal ‘Hants County. 

1.0. 68 | Birmingham RWB. Ree. 62] | HA = - : 
Stafford. Staffordshire Gep. Infy. Birmingham. United Hosps. Reg. 62 Wolve srhampton. Royal. Pre-reg. 

Sr. H.C ° - 631 Newcastle R.H.B. Locum Cons. 58 H.O. . 

Wels! hR i. B. Reg. 69 BW. chemin C nat Hosp. ; Worcester. Royal Infy. Loc ‘um Reg. 
OPHTHALMOLOGY Radiologist * mala 59 — rn Ireland a Auth. Locum 
St. James’, S.W.12. P.-t. Reg. 60 | New Zealand. Palmerston North - teg. . . ma 
St. James’, S.W.12. Locum P.-t. Reg. 60] .. Hesp. Board. Asst. Radiologist .. 59] THORACIC SURGERY 

Aylesbury. Royal Bucks. H.O. .. 61] New Zealand. Wellington Hosp. _— | Brompton, 8.W.3. Sr. H.O. or Reg. 
Brighton. Sussex Eye. H.O. 62 Board. Sr. or Jr. Specialist - 09 London Chest, E32. Sr. H.O... an 
South Kast Met. R.H.B. Reg. 68 | RADIOTHERAPY a ae oe 
ORTHOP £DICS : London, E.1. Sr. H.O. . 59 | Scotland. Eastern R.H.B. Sr. Reg.. 
Royal Free, W.C.1, & North West Royal Marsden, 3.W.3. Reg. 60) Warwick. King Edward Vil Mem. 

Met. R.H.B Sr. Reg. .. 60] Westminster, 3.W.1. Sr. H.O. 61 Chest. s Met << 
St. Ja a’, S.W.13. Sr. H.O 60 7 - 

Whippe Cross, Ell. 32.0. 6] | SURGERY aroncting a earl 
Ascot. Heatherwood Orthopedic. German, E.8. Pre-reg. H.O. .. . 59] Bristol. Southmead Gen. Sr. H.O. .. 

Locum Reg. a . 61 ee NT Hosp. & P.G. Med. GENERAL 
Beverley. Westwood. H.O. . 61 School, W.12. Reg. -- 99] U.S.A. Elmhurst Gen., N.Y. Interne- 
Bridge of Earn, Pe rthshire. - oO. . = a aR » Gen., N.W.3. Pre-reg. _ ships & Residencies - 
Chertsey. St. Peter’s. Sr. H.O. or H. 9 1.S.A. lowa Methodist Hosp. 

Pre-reg. H.O ; , -- 63 National Te mperance N. W.1. H.O. 60 Interns : 
Colchester H.M.C. H.O. oe ‘ 63 | New End, N.W. H.O. . 60 Ss 
Hastings Group H.M.C. Locum Reg. 64] North East Met. R.H.B. Regs. 60 | PUBLIC APPOINTMENTS 
Leeds R.H.B. Locum Sr. H.M.O. 58 | North Middlesex, N.18. H.O. 60 | GENERAL PRACTICE 
Leeds R.H.B. Regs. . 65 | South London Hosp. ee Women « odin iinet 
Liverpool United Hosps. H.0O.’s .. 65] Child., S.W.4.  H.¢ 60 | MISCELLANEOUS 
Manchester. Withington. Sr. H.O... 66] South Western, 8.W.9. "p re -reg. H. oO. 60 
gO Gen. H.O. .. 66] St. Mary Abbots, W.8. Reg. 60 ; , 
Norwich. Norfolk & Norwich. H.O. 66] St. Mary’s, ig Reg. : 60 The Terms and Conditions of Service of 
Paisley. Roya) Alexandra Infy. Pre- Whittington, N 7.19. fa 61 | Hospital Medical and Dental Staff apply to 

reg. H.O .. 67] Acerington. Victoria. H.O. 61 | all N.H.S. hospital posts we advertise, unless 
Sheffield. King, Edward VII Ortho- Ashford, Middx. H.O. . 61 | otherwise stated. Canvassing disqualifies, but 

peadic. H.¢ 68 | Barnstaple. North Devon Infy. Pre- candidates may normally visit the hospital 
Welsh Rk. H. B. -* 69 reg. H.O ‘ 61 | by appointment 
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Academic and Educational 


EXAMINING BOARD IN ENGLAND 
by the 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 
and the 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 





Notice is hereby given that the following Examinations will 
commence on the dates stated below :— 
DIPLOMA IN CHILD HEALTH 
20th March 
DIPLOMA IN MEDICAL RADIOTHERAPY 
25th April 
DIPLOMA IN MEDICAL RADIO-DIAGNOSIS 
Part II—25th April 
DIPLOMA IN PATHOLOGY 
9th May 
DIPLOMA IN ANASTHETICS 
16th May 
Applications and fees for either or both Parts of an Examina- 
tion must reach the Secretary, Examination Hall, Queen-square, 
London, W.C.1, at least 21 days before Part I of the Examination 
begins. FRANCIS M. STENT, Secretary. 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
NUFFIELD COLLEGE OF SURGICAL SCIENCES 


The new residential College is now open and available for 
postgraduate students. 

The College comprises some 80 bedrooms (all with central 
heating and telephones), lounges, T/V, billiard and table-tennis 
room and squash court. For this accommodation the terms are 
£7 58. per week, which includes room. breakfast and dinner. 

At present the College is fully booked, but there are vacancies 
from MID-JUNE. 

Further information may be obtained from Mr. W. F. Davis, 
Deputy Secretary, Royal College of Surgeons of England, 
Lincoln’s Inn-fields, London, W.C.2 (Tel. HOLborn 3474). 

UNIVERSITY nail ‘MANCHESTER 
COURSE OF AUDIOMETRY 
18T—-4TH APRIL, 1957, INCLUSIVE 

There are a limited number of vacancies for those working in 
the School Health Service, especially those undertaking sweep- 
frequency testing of school children. 

Application should be made to the Director, Department of 
Educatiou of the Deaf, The University, Manchester, 13. 

The fee for the course is £4 4s. and is payable, prior to the 
course, to the Bursar, The University. 

UNIVERSITY OF ST. ANDREWS 
REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A 2-weeks CoURSE will be held in Queen’s College, Dundee, 
and associated hospitals from 17TH JUNE to 28TH JUNE, 1957. 
Teaching will be by lecture-demonstrations and clinical rounds, 
with emphasis on recent advances in diagnosis and treatment. 
Accommodation available in students’ residences at moderate 
cost. Course fee £10 10s. Financial assistance, subject to 
certain conditions, from Department of Health for Scotland. 
Last date for enrolment, 30th April, 1957. 

Further particulars and application forms from Postgraduate 
Convener, Department of Pharmacology and Therapeutics, 
Queen’s College, Dundee. 

UNIVERSITY COLLEGE LONDON (Gower-street, W.C.1) 





3 LECTURES by Dr. G. PopyAK on “ The Biochemistry of 
Fatty Acids and Cholesterol ” will be given on MONDAYS, 4TH, 
11TH, 18TH MARCH, at 5 P.M. 

Admission free, without = ees 

A. L. GUETERBOCK, Secretary. 
SLANE “COLLEGE 


HARRISON WATSON STUDENTSHIP FOR MEDICAL RESEARCH 
The Governing Body of Clare College, Cambridge, invite 
applications for a Harrison Watson Studentship commencing on 
I8sT OCTOBER, 1957. The Studentship, which is open to male 
graduates of any University in any country. is for research or 
training in research “into the causes and cure of tuberculosis, 
and/or other diseases of an allied character."" The Governing 
Body intend to interpret these terms in the widest possible sense 
and they invite detailed enquiries. 

The Studentship may be :— 

(i) a Junior Studentship of value between £500 and £650 a 

year, normally tenable for 3 years, or 

(ii) a Senior Studentship of value between £800 and £1000 a 

year, tenable for 1, 2, or 3 years. 

The Student may also hold another award or post, and may 
engage in a limited amount of teaching, if in the opinion of the 
Governing Body these do not interfere with his research. The 
Student wil) be required to become a member of Clare College 
and the University of Cambridge, and to reside and work in 
Cambridge. 

Applications should contain an account of the applicant’s 
career, and a genera] statement of his proposed course of research. 
No testimonials need be submitted. but the names and addresses 
of not fewer than 2 referees should be sent. Applications and 
enquiries should be addressed to the Master, Clare College, 
Cambridge. The closing date for application is 31st March, 
1957. 

SOCIETY OF APOTHECARIES UF LONDON 
DIPLOMA IN INDUSTRIAL HEALTH 

The next Examination will begin on MONDAY, 18T JULY, 1957 
The following Examination will be held in December, 1957. 

For Regulations apply pe, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4 





ST. MARY’S HOSPITAL MEDICAL SCHOOL 
LEVERHULME RESEARCH FELLOWSHIP 
Applications from graduates in Medicine or Science are 
invited for a Leverhulme Research Fellowship of a value of 
£800-£900 p.a. The Fellowship wil) be for a period of 1 year, 
renewable for a second year and may be held in any pre-medical, 
pre-clinical or clinical department of the Medical School. 
Applications (in duplicate), stating age, qualifications, 
experience and a brief outline of the research work proposed, 
together with the names of 2 referees, should reach the Secretary, 
St. Mary’s Hospital Medical School, Paddington, W.2, not 
later than 22nd March, 1957. 


- UNIVERSITY COLLEGE, CORK 
THE AINSWORTH MEDICAL SCHOLARSHIP 

The attention of Medical Graduates is drawn to the above 
Scholarship for which applications are invited. The primary 
purpose of the Donor, Miss Epvirm K. Eyrr, in establishing this 
Scholarship was to assist in the postgraduate medical] education 
and training in the U.S.A. or in any country of young Male 
medical doctors who intend to practise their profession in Ireland, 
eae to assist medical graduates of University College, 
Cork. 

Candidates should submit 4 copies of their applications which 
should reach the President not later than 3ist May, 1957. 
Further particulars may be had from the President of University 
College, Cork. 

13th February. 1957. 

TANCRED’S STUDENTSHIPS 


DIVINITY : MEDICINE : LAW 
£100 p.a. each. For men only 

About WHITSUNTIDE next the Governors propose to elect 
1 Student in Law at Lincoln’s Inn. Candidates must have been 
born in England. Scotland or Wales and be members of the 
Church of England and unmarried. 

Candidates must be within the ages of 20 and 23 years on 
Ist October, 19457. The last day for sending in Petitions is 
12th March, 1957. 

Further announcements relating to the Physic and Divinit 
Studentships awarded by this Foundation will] appear in April 
and September, 1957 

Apply for further particulars and form of Petition stating 
kind of Studentship and mentioning this paper to the Clerk, 
a hy Cs HowakpD, Esq., D.8.0., 28, Lincoln's Inn-fields, London, 


UNIVERSITY COLLEGE LONDON (Gower-street, 
W.C.1), requires Full-time RESEARCH ASSISTANT (Man or 
Woman) in the Department of Anatomy (Prof. J. Z. Young) 
for work mainly on the central nervous system. Duties to 
commence as soon as possible. Preference to candidates with 
Honours Degree in medical sciences or biology ; knowledge of 
German desirable. Salary £600 p.a., with family allowances. 

Applications, to be received by 18th March, 1957, should be 
sent to the Secretary, from whom further particulars may be 
obtaine “dl. 
UNIVERSITY OF LONDON. The Senate invite appli- 
eations for the HALLIBURTON CHAIR OF PHYSIOLOGY 
tenable at King’s College (salary within the range £2250-£2850 
a year). 

Applications (10 copies) must be received not later than 2nd 


April, 1957, by the Academic Registrar, University of London, 
Senate House, W.C.1, from whom further particulars may be 
obtained. 


UNIVERS!1 ITY “OF LONDON. The Senate invite appli- 
cations for the READERSHIP IN ENTOMOLOGY tenable at 
the London School of Hygiene and Tropical Medicine (salary 
within the range £1450-£2050 a year). 

Applications (10 copies) must be received not later than 30th 


April, 1957, by the Academic Registrar, University of London, 
Senate House, W.C.1, from whom further particulars may be 
obtained. 


UnNiverHsiTY UF GLASGOW. Applications are invited 
for a LECTURESHIP IN ANAESTHETICS at the Royal 
Infirmary. Salary according to placement on University scale for 
clinical teachers. The total salary attached to the post will be 
made up of half the salary on the appropriate he atin | acale 
for*clinical teachers and half the salary on the Nationa] Health 
Service scale appropriate to the successful candidate’s grading. 

Applications (12 copies) should be lodged, not later than 8th 
March, 1957, with the undersigned from whom further particu- 
lars may be obtained. 

Rost. T. HUTCHESON, Secretary of University Court. 


UNIVERSITY OF BRISTOL. Applications are invited 
for the temporary post of ASSISTANT LECTURER (Grade III) 
or DEMONSTRATOR IN PHYSIOLOGY. Initial salary 
£550-£700 p.a. according to qualifications and experience, 
together with superannuation and children’s allowances. 
medical qualification is desirable. 

Applications, with the names of 3 referees, should be forwarded 
so as to reach the undersigned, from whom further particulars 
may be obtaine ‘ eet later than 25th March, 1957. 

. BUTTERFIELD, Registrar and Secretary. 


THE sceeealeaes OF SHEFFIELD. Applications are 
invited for a post of LECTURER or ASSISTANT LECTURER 
IN PHYSIOLOGY to begir: duties as soon as possible. Salary 
scales : (a) for candidates holding a registered medical qualifica- 
tion—Lecturer : £1000-£100-£1700 ; Assistant Lecturer : 
£700-£100-£900 ; (6) for other candidates—Lecturer : £650- 
£50-£1350 ; Assistant Lecturer : £550-£50-£650. Commencing 
salary in e him r grade according to qualifications and experience, 
with F.S.S provision and family ‘allowance e. 
Applic ~ ote (6 copies) should be sent to the Registrar, from 
whom further particulars may be obtained, by 6th April, 1957. 
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THE UNIVERSITY OF SHEFFIELD. Applications are 
invited from medically qualified persons for the following posts :- 

(a) LECTURER IN ANATOMY. 

(6) DEMONSTRATOR IN ANATOMY (1 of 2). 
to begin duties on Ist October, 1957. Salary scales : Lecturer 

£1000—-£100-£1700 ; Demonstrator—£700-£100-£900, with 
F.S.8.U. provision and fami'y allowance. Initial salary on either 
scale according to qualifications and experience. The laboratories 
are well equipped for histological, histochemical and experimental 
research. 

Further particulars should be obtained from the Registrar, 
1 whom applications (4 copies) should be sent by 13th April, 

957. 

UNIVERSITY OF DURHAM. The Medica! School, 
KING'S COLLEGE, NEWCASTLE UPON TYNE. Applications are 
invited for the post of Temporary DEMONSTRATOR in the 
Department of Pathology. The appointment will be for 1 year 
in the first instance but renewable for a further period up to a 
maximum of 3 years. The successful applicant will be required 
to assist in post-mortem examinations and in the general work 
of the Department of Pathology which is housed in the Teaching 
Hospital of the Royal Victoria Infirmary, Newcastle upon Tyne. 
Salary within the range of £700-£800 p.a. 

Applications, giving full name, age, qualifications and experi- 
ence, together with the names of 2 referees, should be addressed 
to the Assistant Registrar, The Medical School, King’s College, 
as soon as oe 

. R. Hanson, Registrar of King’s College. 

UNIVERSITY = WESTERN AUSTRALIA. The Senate 
of the University of Western Australia has established a Faculty 
of Medicine and applications are invited for a SENIOR 
LECTURESHIP IN PHYSIOLOGY. The salary range for 
Senior Lecturers is £1884—€2184 (Australian) p.a. and the 
commencing salary will be determined on the basis of the 
qualifications and experience of the appointee. An allowance 
is made towards travelling expenses. 

Further particulars and information as to the method of 
application may be obtained from the Secretary, Association of 
Universities of the British Commonwealth, 36, Gordon-square, 
London, W.C.1. The closing date for the receipt of applications, 
in Aust ralia and London, is 12th April, 1957. 


UNIVERSITY OF SASKATCHEWAN. Department of 
ANASTHESIA, UNIVERSITY HOSPITAL. Applications are invited 
from qualified medical practitioners for the post of CLINICAL 

ND RESEARCH FELLOW (non-resident). Duties will 
ine lude administration of anssthetics and assisting the Staff with 
teaching of students and house staff, as well as with research 
projects. The Department is fully approved by all examining 
specialty bodies in Canada, the U.K. and the United States. 
Completion of training is a prerequisite and preference will be 
given to holders of the F.F.A.R.C.S. or equivalent qualifica- 
tions such as American Boards. Appointment is to start on 
ist July, 1957, and will be tenable for 1 year. Remuneration 
Canadian $5000 p.a. 

Applications, including recent photograph, curriculum vite 
and 3 references, should be addressed to— 

GORDON M. WYANT, F.¥.A.R.C.8., Professor of Ansesthesia. 
University of Saskatchewan, Saskatoon, Canada. 


OHIO STATE UNIVERSITY. Large mid-western 
university in United States of America offers or cape oh for 
approved training in Pathology and Clinical Pathology and also 
advanced work in teaching and research as INSTRUCTOR or 
ee Ans PROFESSOR. Salaries range from $2100 to 
$6000 per year depending upon qualifications. 

For arther information contact Dr. EMMERICH VON HAaAM, 
Be yr wt of Pathology, Ohio State University, Columbus 10, 

oO, 
UNIVERSITY COLLEGE OF THE WEST INDIES. 
Applications are invited for LECTURESHIP IN SURGERY. 
Salary scale £1100—£100-£1500-£100-£1900 p.a. Entry point 
determined by qualifications and experience. Child allowance. 
F.S.8.U. Unfurnished accommodation at rent of 5% of basic 
salary. Passages for up to 5 persons on appointment, normal 
termination and study leave (once every 3 years). Local 
vacation leave 4—6 weeks annually as arranged with Head of 
Department. Duties to be assumed by Ist August, 1957. 

Detailed applications (10 copies), naming 3 referees, by 
18th March, 1957, to Secretary, Senate Committee on Colleges 
Overseas in Special Relation, University of London, Senate 
me oe scnsen, W.Cc.1, fom whom further particulars may be 
obtainec 


Hospital Services : Senior Appointments 


NORTH trae METROPOLITAN REGIONAL HOS- 
PITAL BOARI 

(1) ¢ “ONSU LTANT RADIOLOGIST (whole time or maximum 
seomeesh, St. Charles’ Hospital, Ladbroke-grove, W.10 (581 

eds). 

Applications before Ist April, 1957. 

(2) ASSISTANT PHYSICIAN in Physical Medicine (8 half- 
days a week), Senior Hospital Medical Officer grade, Watford 
Peace Memorial Hospital (208 Beds), West Herts Hospital, 
Hemel Hempstead (120 Beds), and associated hospitals. 

Applications before 3rd April, 1957. 
Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
11a, Portland-place, W.1. 








- Loc um 


LANCASTER MOOR HOSPITAL, Lancaster. 
ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer) required for minimum period of 2 months. Furnished 


available if required for married 


accommodation with service 
less charges 


couple. Salary (Whitley) 31} guineas per week, 
for board, &c. 
Apply Medical Superintendent. 
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LEEDS REGIONAL HOSPITAL BOARD. Whole-time 


Locum appointments :— ; 
(a) ASSISTANT ORTHOPEDIC SURGEON (Senior Hos- 
pital Medical Officer scale), Dewsbury and Leeds (initia) period 
of 3 months). 
(b) ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer scale), Broadgate Hospital, Beverley (until early April). 
(c) ASSISTANT ANASTHETIST (Senior Hospital Medical 
Officer scale), Pontefract and Goole (initial period of 3 months). 
Applications, stating age, qualifications and details of appoint- 
ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, as soon 
as possible. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT RADIOLOGIST for Hexham and Newcastle 
Groups of hospitals. Approximately half of time to be spent 
in each Group. 


Applications, with the names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Newcastle Regional 
Hospital Board, Benfield-road, Newcastle upon Tyne, 6, 
immediately. 


OXFORD REGIONAL HOSPITAL BOARD. Consultant 
PATHOLOGIST (whole-time) to the Reading Area Department 
of Pathology. Applicants should be experienced in all branches 
of clinical pathology with a special interest in morbid anatomy. 
A higher qualification in medicine or surgery is desirable. The 
successful candidate, if sufficiently experienced, will be in charge 
of the Pathological Services of the area. 

Further information may be obtained from the Secretary, 
Oxford Regional Hospital Board, 43, Banbury-road, Oxford, to 
whom applications (12 copies) should be sent, giving full details 
of qualifications, experience, &c., with the names of 3 referees, 
by 15th March, 1957. 


OXFORD REGIONAL HOSPITAL BOARD. Consultant 
DERMATOLOGIST (part-time for 7 sessions a week) to the 
hospitals of the Swindon/Cirencester area. A new general 
hospital for the Swindon area is being built. 

Applications (12 copies), giving experience, qualifications and 
the names of 3 referees, should reach the Secretary, 43, Banbury- 
road, Oxford, by 23rd March. 
OXFORD. THE UNITED OXFORD HOSPITALS. Appli- 
cations are invited for the post of CONSULTANT ANAtSs- 
THETIST to the United Oxford Hospitals, whole-time or 
maximum part-time. Experience in anesthesia for thoracic 
surgery desirable. . 

Taeltentions (10 copies), stating age, qualifications and 
should reach the undersigned not later than 16th 

E. J. R. BurRRovGH, Administrator. 





experience, 
March, 1957. 

Radcliffe Infirmary, Oxford. __ 
SHEFFIELD REGIONAL HOSPITAL | BOARD.  Whole- 
time CONSULTANT PSYCHIATRIST required to be designated 
Medical Superintendent of Balderton Hospital, near Newark, 
a new Hospital (approximately 800 Beds) for all grades of mental 
defectives, the first part of which (282 Beds) will be ready for 
occupation in July next. A house is now being built for the 
Medical Superintendent. 

Application forms and further details from Senior Administ, 
tive Medical Officer, Sheffield Regional Hospital Board, ld 
oo Sheffield. Forms to be returned by 16th March, 
195 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Saxondale Hospital, Radcliffe-on-Trent, Notts. House available. 
Salary scale £1575—-€50—€2025. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 16th March. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT PSYCHIATRIST required 
Morgannweg Hospital, Bridgend, immediately for approximately 


3 months. 
referees, to Senior Administrative 


Applications, naming 2 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. : 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens SENIOR HOSPITAL MEDICAL OFFICER 
PSYCHIATRIST required North Wales Hospital, Denbigh, 
immediately, for approximately 3 months. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT (general medicine) required 
West Wales Hospital Management Committee area, 20th 
30th March and 15th—27th April, 1957 
Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


U.S.A. CITY OF KINGSTON LABORATORY, Kingston, 
NEW YORK. Applications are invited for 2 positions as RESI- 
DENTS in Pathology at this Laboratory. These positions are 
approved for training purposes by the American Board of 
Pathology and are open to Physicians who have completed at 
least 1 year of Rotating Internship. Previeus training in path- 
ology is desired for 1 of the vacancies. The salary is $3000— $4000 
p.a., depending upon experience. The appointment is also 
approved by the United States State Department for training 
under the Exchange Visitor Programme. 

Applications to Director of Laboratories. 
U.S.A. VIRGINIA. Progressive state mental hospital 
in V a. 4600 Beds, expanding staff, invites applications for 
PHYSICIANS at all levels, psychiatric experience desirable but 
not necessary. Salary from $8040 (approximately £2750). All 
modern methods of treatments. Opportunities for research. 
Good retirement plan. 

Apply to JuuL C. NIELSEN, M.D., Superintendent, sending full 
résumé in first letter to Box 271, Petersburg, Virginia, U.S.A. 
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B.W.!I. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of RADIO- 
LOGIST at the above-named Hospital which is in special relation- 
ship with the University of London. he contract will be for 
3 years in the first instance, renewable, and the salary will be 
at the rate of £2000 p.a., together with an allowance of £250 p.a. 
from the University College in respect of teaching duties. The 
appointment will be full-time and the holder of the post will 
be required to contribute 5% of his salary to the Hospital’s 
superannuation scheme. The Radiologist will be provided 
with an unfurnished house for which he will be charged rental 
at the rate of 5% of his salary. 

Applications (6 copies), stating full details of qualifications, 

present post and previous experience, together with the names 
and addresses of 3 referees, should be sent, not later than 15th 
March, to the Hospital Manager and Secretary, University 
College Hospital, ona P.O., Jamaica, B.W.I., from whom 
further information may be obtained. 
NEW ZEALAND. PALMERSTON NORTH HOSPITAL 
BOARD, PALMERSTON NORTH, NEW ZEALAND. Applications are 
invited for the position of ASSISTANT RADIOLOGIST in 
the Diagnostic -ray Department at the Palmerston North 
Hospital, New Zealand. Applicants must have had practical 
experience in diagnostic vege i order to qualify for grading 
as a Junior Specialist under th ospital Cet eet (Medical 
Officers) Regulations. Salary £(N.Z.)1600-£(N.Z.)1900 p.a. 
Peg of appointment are obtainable from the Offices of 
the New Zealand Government, 415, Strand, London, W.C.2. 

Applications, giving full particulars as to age, qualifications 
and experience and accompanied by recent testimonials and 
advice as te the earliest date on which appointment could 
be taken up, to be addressed to the Secretary, Palmerston 
North Hospital AF, P.O. Box 607, Palmerston North, a 
Zealand, and will be received until 5 P.M. on 22nd March, 194” 
NEW ZEALAND. WELLINGTON HOSPITAL BOAR. 
Applications are invited from registered medical practitioners 
for the full-time position of ASSISTANT RADIOLOGIST at 
the Wellington Hospital. Applicants should qualify as Senior 
or Junior Specialists as defined in the New Zealand Hospital 
Employment Regulations, . 1952. The position is subject to 
grading. The minimum sala y in accordance with the Regula- 
tions for Senior Specialist is £2000 p.a., New Zealand Currency, 
and for Junior Specialist £1600 p.a., New Zealand Currency. 
Duties are to commence as soon as possible after the closing 
date of applications. Intending applicants should apply to 
the High Commissioner for New Zealand, 415, Strand, London, 
W.C.2, for a schedule of information regarding this position. 

Applications close with the Secretary, Private Bag, Wellington 
Hospital, Wellington, New Zealand, at 9 a.M., on Tuesday, 
23rd April, 1957. J. B. I. Cook, Secretary. 


Hospital Services : Junior Appointments 
BROMPTON a 8.W.3. Applications invited 
for the following posts :— 

RESIDENT SURGIC AL OFFICER (post graded as Senior 
House Officer or Registrar, according to qualifications and 
experience), for 6 months from ist May, 1957, with eligibility 
for reappointment. Candidates must have heid a resident 
hospital appointment. 

RESIDENT HOUSE PHYSICIAN (3 vacancies). 2 vacancies 
for 6 months from Ist May, 1957. Duties include work in 
Outpatient me and wards. 1 vacancy for 9 months 
from Ist May, 1957. The first 3 months at Brompton Hospital 
Sanatorium, Frimley, and the following 6 months at the Hospital 
in London covering work in Outpatient Department and wards. 
Salary at the rate of £525 p.a. 

Applications, stating age, qualifications with dates, nation- 
ality and appointments held, together with copies of testimonials, 
by 9th March, 1957, to— 

Kennetu A. F. MILes, House Governor. 
BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of MEDICAL REGISTRAR (whole-time). Salar 
within the Registrar grade. The appointment is for 1 year, wit. 
— for reappointment. Candidates must hold the 
M.R.C.P. Diploma or the M.B. of a university. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, 
by 9th March, 1957, to— 

KENNETH A. F. MILES, House Governor. 
CHARING CROSS HOSPITAL GROUP. Full-time 
REGISTRAR in Anesthesia from Ist April, 1957, resident at the 
Obstetric Unit at Kingsbury Maternity Hospital, with duties at 
other Hospitals in the Grou the = tenable for 1 year in the 
first instance. D.A. or the Sunees F -F.A.R.C.S. desirable. 

Application forms obtainable ae "ie undersigned should 
be returned by 4th March, 1957. 

FRANK Hart, Secretary to the Board. 

Charing Cross Hospital, W.C.2. ea 
CONNAUGHT HOSPITAL, Waithamstow, E.17. (118 
Beds. ) Applications are invited for post of RESIDENT 
ANAESTHETIST (graded Senior House Officer). Salary £745 
p.a., less £150 p.a. for board, lodging, &c. Recognised for D.A. 
and F.F.A.R.C.S 

Applications, ‘stating age, qualifications and experience 
together with copies of 2 recent testimonials, should be sent 
immediately to Secretary, —~ hy ET Management Committee, 
Forest Group, Langthorne-road, E.11. _ EL eACe ¢ 
FULHAM HOSPITAL, St. Gecatan’ s-road, Hammer- 
smith, W.6, AND FULHAM MATERNITY HOSPITA., 5/7, Parsons- 
green, S.W.6. Applications are invited for the joint appoint- 
ment of REGISTRAR (obstetrics and gynecology), vacant 
23rd March. 1957. Candidates may visit the hospitals by 
arrangement with the Hospital Secretary, Fulham Hospital. 

Applications (5 copies), to be submitted by 8th March, 1957, 
on forms obtainable from, and returnable to, Group Secretary 
(L.170), Fulham and Kensington Hospital Management Com- 
mittee, 5, Collinghani-gardens, London, S.W.5. 














COLINDALE HOSPITAL, Colindale-avenue, London, 
N.W.9. (300 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Whole-time MEPICAL REGISTRAR 
(resident or non-resident) required at ab.+ Hospital, where all 
types of chest diseases are treated. Ex ience in diseases of 
the chest desirable. The Hospital whi i within easy access 
of the centre of London, may be visited by direct Sa 
with the Physician-Superintendent. 

Application forms obtainable from, and returnable to, Group 
cosenaty. Edgware General Hospital, Edgware, by 9th March, 

5 
GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications are invited for the 6 months resident appointment 
of Pre-registration HOUSE SURGEON as from 17th March, 
and should be sent to the Group Secretary, Hackney Hospital, 
London, E.9, by 28th February, quoting GH/PHS. 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. 5 RESIDENT 
HOUSE PHYSICIANS (general ‘medicine) required Ist May. 
2 of these posts will give experience in rheumatism and neuro- 


logy. 

Applications, stating age, qualifications, experience, copies 
of 2 recent testimonials, to Secretary, Board of Governors, by 
4th Mare 
Lenny me mr HOSPITAL AND POSTGRADUATE 

EDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON. RESIDENT REGISTRAR (general surgery) required. 
Post vacant Ist April. 

Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, by 4th March. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock iii, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are 
invited for the oe gy! _ registration posts :— 

HOUSE PHYSICIs 

HOUSE SURGEON. 

Both vacant Ist April. 1957, and tenable for a period ef 6 months. 

Application forms mey be obtained from the Secretary, to 
whom they should be returned together with copies of 3 recent 
testimonials, by 28th February, 1957 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, 
N.W.3. {ROYAL FREE HOSPITAL GROUP.) Applications are 
invited from registered medical practitioners for the post of 
RESIDENT CASUALTY OFFICER (graded as Senior House 
Officer). Salary £745 p.a. Vacant Ist April, 1957, tenable for 

a period of 6 months on the Main Outpatients’ Department, 
Bay ham-street, N.W.1. 

Application forms may be obtained from the Secretary, to 

whom they should be returned —— with copies of Son recent 
testimonials, by 28th February, 1957. 
LAMBETH HOSPITAL, Brook-drive, London, 8.E.11. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
ANAESTHETIC REGISTRAR required. Appointment is for 
2 years subject to review after 12 months. Candidates may 
visit the Hospital by appointment if they so desire. 

Application forms from the Secretary, Lambeth Group Hos- 
pital Management Committee, Renfrew- road, S8.E.11, to whom 
sm ted forms should be returned not later than $th March, 

oF 
LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applica- 
tions are invited for appointment as CASUALTY OFFICER 
falling vacant on Ist April, 1957. The position is graded as 
Senior House Officer, and is recognised for the F.R.C.S. The 
successful — will be required to do locum duties from 
18th March, 1957 

Appligation forms from the Physician-Superintendent. 
LONDON CHEST HOSPITAL. Hospitals for Disea es 
OF THE CHEST. A vacancy deccurs Ist April, 1957, for RESIDENT 
HOUSE SURGEON at the Hospital’s Country Branch, near 
Hitchin and Letchworth, Herts. The post is graded as Senior 
House Officer and the appointment, which provides excellent 
opportunities for experience in thoracic surgery, is for 6 months. 

Applications from registered medical practitioners, stating 
date of birth, qualifications with dates, and previous appoint- 
ments held, with copies of 3 testimonials, should be forwarded 
at once to THOMAS BROWN, House Governor. 

London Chest Hospital, 

LONDON HOSPITAL, Whitecha el, Applications 
are invited for the post of SENIOR OUSE. OFFICER to the 
Radiotherapy Department. 

Applications (6 copies), together with 6 copies of 3 recent 
testimonials, should be received by the undersigned by 2nd 
March, 195 7. H. BRIERLEY, House Governor. 
NEASDEN HOSPITAL, Brentfield-road, Neasden, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whole- 
time MEDICAL REGISTRAR (resident) required at Neasden 
Hospital (Infectious Diseases), for 1 year in the first instance, 
renewable. Experience in infectious diseases and children’s 
diseases an advantage. The Hospital is a Regional Centre for 
Poliomyelitis, and there are facilities for postgraduate studies. 
The Hospital may be visited by appointment with the 
Physician-Superintendent. 

Application forms from, and returnable to, Group Secretary, 

Central Middlesex Group Hospital Management Committee, 
Acton-lane, N.W.10, immediately. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medica] practitioners 
for the appointment of HOUSE PHYSICIAN at The National 
Hospital, Queen-square, W.C.1. This post carries the grade of 
Registrar. The appointment will be for 1 year and will be renewed 
in exceptional circumstances. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 4th March, 1957. 

EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 
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NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. (158 Beds.) Applications are invited to fill the 
post of HOUSE SURGEON (general), pre-registration. Applica- 
tions by post-registration candidates will also be considered. 
Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to be sent to 
Hospital Secretary by 28th February. 
NEW CROSS GENERAL HOSPITAL (QGuy’s Unit), 
Avonley-road, 8.E.14. Locum ANASSTHETIC REGISTRAR 
(part-time up to 8 sessions) required immediately for indefinite 
Resident or non-resident. 





period. Previous experience essential. 

Apply, with particulars, to Group Secretary, Bermondsey 
and Southwark Group Hospital Management Ng 5 te 
New Cross General Hospital, Avonley- -road, London, S.E.1 
NEW END HOSPITAL, London, N.W.3. pe ee 
are invited for the following positions :— 

HOUSE PHYSICIAN (general medicine), Preference will 


be given to pre-registration candidates. 
HOUSE SURGEON (general surgery), 2 posts. Preference 
will be given to pre-registration candidates for 1 position. 
Posts vacant Ist April, 1957. 
Application forms obtainable from 
Cholmeley-park, N.6 (ARC, 3070, Ext. 
Surgeon-Superintendent, New End Hospital, 
1957. 
NORTH EAST METROPOLITAN REGIONAL HOS- 


PITAL BOARD. 
SURGICAL REGISTRAR (resident), 
General Hospital, Bishop’s Stortford, Herts. 

F.R.« 

SU RGIC AL REGISTRAR (non-resident, sleeping in on 
duty nights), North Middlesex Hospital and Annexes, Silver- 
street, Edmonton, N.18. Higher qualification in surgery desir- 
able. Duties mainly general and traumatic surgery, may include 


eachiny. 
STRAR (non-resident), North Middlesex 


JASUALTY REGI 
Hospital and Annexes, Edmonton, N.18. Recognised for F.R.C.S. 
necessary. Some 


Experience in emergency general surgery 
inpatient duties. 

E.N.T. REGISTRAR (non-resident), West Ham Group of 
pospitals, Queen Mary’s Hospital for the East End, Stratford, 


Group Secretary, 46, 
24) and returnable to 
by 4th March, 


Herts and Essex 
Recognised for 





‘REGISTRAR in Mental Deficiency (non-resident—but 
staff cottage available), South Ockendon Hospital, near Romford, 
Essex. 
Appointments subject to review after 1 year. 
Application forms from Secretary, North East Metropolitan 
Regional Hospital Board, 11a, Portland-place, W.1, to be 
returned by 9th March, 1957. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. THE BOARD OF GOVERNORS OF 8ST. BARTHOLOMEW'S 
HOSPITAL, E.C.1. SENIOR REGISTRAR in Psychiatry under 
a Joint Training Scheme. Appointment at Severalls Hospital, 
Colchester (resident or non-resident), for 2-3 years and sub- 
sequently at St. Bartholomew's Hospital, E.C.1, and associated 
Inpatient Psychiatric Unit. Appointment subject to annual 
review after i year. 
Application forms from Secretary, 
Regional Hospital Board, 11a, Portiand-place, W.1, 
returned by 9th March, 1957. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. THE BOARD OF GOVERNORS OF THE LONDON 
HOSPITAL. SENIOR PSYCHIATRIC REGISTRAR under 
Joint Training Scheme. Appointment at Claybury Hospital 
initially (resident or non-resident ) subsequent services at The 
London Hospital, E.1, and St. Clement’s Hospital, Bow, E.3. 

Appointment subject to annual review. 
Application forms from Secretary, North East Metropolitan 
W.1, to be 


North East Metropolitan 
to be 


Regional Hospital Board, 11a, Portland-place, 
returned by 9th March, 1957. “i 
NORTH MIDDLESEX HOSPITAL, ‘Edmonton, N.18. 


Applications are invited from pre- -registration and registered 
medical practitioners for the post of RESIDENT HOUSE 
SURGEON (general, orthopedic and traumatic surgery) 
6 months appointment ; vacant Ist April; recognised for 
F.R.C.S. 

Applic ations, in own handwriting, stating age, nationality, 
qualifications, experience, with copies of recent testimonials, 
to Secretary of Hospital, *; 5th March. 


PADDINGTON GENERAL HOSPITAL,  Harrow-road, 
W.9. Applications are invited for the post of SE NIOR HOU SE 
OFFICER (tuberculosis), non-resident. In addition to the 51 
tuberculosis and non-tuberculosis pulmonary beds, the post 
entails the care of 32 medical beds. 

Applications, stating age, qualifications, experience, together 
with names and addresses of 2 referees, to be sent to Secretary 
of Committee by llth March. 
PLAISTOW HOSPITAL, Samson-street, ‘London, E.13. 
(185 Beds.) Applications are invited for the appointment of 
RESIDENT HOUSE OFFICER (post-registration or pre- 
registration second post), for 6 months commencing Ist April, 
in the Chest Unit and Infectious Diseases Unit. Some experience 
in diseases of the chest desirable. The position offers good 
opportunities for experience in general medicine. 

Applications, with copies recent testimonials, to Hospital 

Secretary by 27th February. 
ROYAL MARSDEN HOSPITAL, Fulham-road, 8.W.3. 
Applications are invited for a full-time appointment of REGIS- 
TRAR in the Radiotherapy Department from March, 1957. 
Salary £550 p.a. Candidates not holding a Diploma in Medical 
Radiology will be considered, especially if they have a higher 
qualification in medicine or surgery. 

Forms of application are obtainable from the House Governor, 
to whom applications, together with the names of 3 referees, 
should be sent by 8th March, 1957. 
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PRINCE OF WALES’S GENERAL HOSPITAL, The 
Green, London, N.15. (248 Beds.) Applications are invited 
from registered medical practitioners for the appointment of 
SENIOR HOUSE OFFICER RESIDENT ANASSTHETIST, 
for a period r,: months, vacant 8th April, 1957. Post recognise d 
for F.F.A.R. 

Applie a form from Secretary 
ROYAL FREE HOSPITAL, London, AND NORTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for the post of SENIOR ORTHOPAEDIC REGISTRAR 
(non-resident) at the Royal Free Hospital and Heatherwood 
Orthopedic Hospital, Ascot, Berks. 14-2 years will be spent at 
the Royal Free Hospital and a similar period at Heatherwood 
Orthor wdic Hospital 200 Beds), which is a Regional Ortho- 
peedic Centre. epee may be gained in long-term ortho- 
peedic surgery and the successful candidate would be expected 
to + roan in the Windsor Accident Service whilst at Heather- 
wood, 

Application forms may be obtained from the Secretary, 

Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, and should be returned by 21st March, 1957. 
SOUTH LONDUN HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practitioners 
for the appointment of HOUSE SURGEON, vacant now, for 
a period of 6 months. Recognised for the F. R. C8. 

Forms of application from the Secretary. 

SOUTH WESTERN HOSPITAL, Landor-road, 8.W.9. 
LAMBETH GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited from Women candidates, for the posi of 
HOUSE SURGEON (pre-registration) at the above Hospital. 
Duties include genera —. and the succcasful applicant 
will also be required to provi reiief for leave of the House 
Surgeon at the Annie McCal! Maternity Hospital. 

Application forms from the Hospital retary, to be returned 
not later than Ist March, 1957. 

ST. JAMES’ HOSPITAL, Balham, 8.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR in 
Radiology. 

Application forms, obtainable from Group Secretary, Wands- 

worth Hospital Group, at above address, to be completed and 
returned by 9th March. (0162.) 
ST. JAMES’ HOSPITAL, Balham, 8.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Part-time 
OPHTHALMIC REGISTRAR (7 sessions per week) for 
inpatients and outpatients. Post vacant 21st April. 

Application forms, obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 9th Mach. (0137.) 

ST. JAMES’ HOSPITAL, Balham, 8.W.12. Locum Part- 
time OPHTHALMIC REGISTRAR (7 sessions per week) 
required from llth March to 20th April. Resident or non- 
resident. 

Applications, giving full details and names of 2 referees, to 
Group Secretary at above address immediately. (0156.) 

ST. JAMES’ HOSPITAL, Baiham, S.W.12. Locum E.N.T. 
REGISTRAR required immediately until permanent appoint- 
ment made. 

Applications, giving full particulars and names of 2 referees, 
to Group Secretary at above address immediately. (0152.) 

ST. JAMES’ HOSPITAL, Balham, London, 8.W.12. 
SENIOR HOUSE OFFICER (orthopedic and trauma). Post 
recognised for F.R.C.S. Vacant 14th March 

Applications, stating age, qualifications, experience and names 
of 2 referees, to Group Secretary, Wandsworth Hospital Group, 
at above address by 2ud March. (0160.) 

ST. JAMES’ HOSPITAL, Balham, S.W.12. Senior House 
OFFICER > named Post vacant 17th April. Recognised 
for M.R.C.O.¢ 
Applic ations. stating age, qualifications, experience and 
names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, at above address by 9th March. (0154.) 
ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensing- 
ton, W.s. Applications are invited for eee as REGIS- 
TRAR (surgical). Duties mainly general, traumatic and ortho- 
peedic. Post vacant 2ist March, 1957. Candidates may visit 
the Hospital by arrangement with the Surgeon-Superintendent. 

Applications (5 copies) to be submitted by 8th March, 1957, 
on forms obtainable from, ard returnable to, Group Secretary 
(L. B68), Fulham and Kensington Hospital Management Com- 
mittee, 5, Collingham-gardens, 8.W.5 
sT. MARY’ 8 HOSPITAL, Paddington, W.2. Applications 
are invited for the post of NON-RESIDENT SURGICAL 
REGISTRAR. The F.R.C.S. qualification is desirable. The 
appointment is for a first period of 12 months as from a date 
to be arranged. The successful candidate will be required to 
work half-time in the Surgical Unit and half-time in the Casualty 
Department and will be expected to take up his duties as soon 
as possible. 

Applicetions, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powprtcu, House Governor, not later than 12th March, 1957. 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of Part-time REGISTRAR to the 
Psychiatric Department (6 notional half-days per week). 
Previous experience in psychiatry is necessary ; preference will 
be given to candidates holding the D.P.M. The appointment 
will be for a first period of 12 months as from a date to be 
arranged ; remuneration at Registrar rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, not later than 5th March, 1957. 


to be returned by 9th March. 
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ST. NICHOLAS HOSPITAL, Tewson-road, Piumstead, 
S.E.18. HOUSE PHYSICIAN, vacant mid-March. Recognised 
for pre-registration purposes. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 

S.E.18. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. Applications are invited for 3 posts of 
Whole-time ASSISTANT MEDICAL REGISTRARS (Registrar 
grade), 2 vacant in Apriland 1 on 18th May, 1947 

Further particulars and forms of application, which must be 
returned not later than 18th March, 1957, may be obtained 
from the undersigred. 

H. F. RUTHERFORD, House Governor and Secretary. 
WESTMINSTER HOSPITAL, St. John’s Gardens, S.W.1 
Applications invited for post of SENIOR HOUSE OFFIC E R 
to Radiotherapy Department for 1 year. Post now vacant. 

Applications (7 copies), with names of 2 referees, to House 

Governor by 2nd March. 
WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited from fully registered medical practitioners for the 
post of HOUSE SURGEON (Orthopedic Department). Post 
recognised for the F.R.C.S., and vacant mid-March. 

Application forms from the Hospital Secretary to be returned 
by 4th March, 1957. 

WHITTINGTON HOSPITAL, London, N.19. Applications 
are invited for the following appointments :— 

* HOUSE PHYSICIAN (general medicine), 

nised for M.D. (Lond.). 

* HOUSE PHYSICIAN (peediatric ). 

M.D. (Lond.) and D.C.H. 

* HOUSE PHYSICIAN (geriatric). 

t HOUSE SURGEON (general surgery), 3 posts. Recognised 

for F.R.C.S. (Eng.). 

* HOUSE SURGEON (obstetric), 2 posts. Recognised for 

M.R.C.O.G. in obstetrics. 
SENIOR HOUSE OFFICERS (2 posts), casualty and 
admitting. Non-resident. 

All posts vacant Ist April, 1957. 

* Pre-registration candidates who have already held a first 
appointment may apply. 

t Pre-registration candidates are invited to appiy. 

Application forms obtainable from the Group Secretary, 

46, Cholmeley-park, N.6 (ARC. 3070 Ext. 24) and returnable 
to the Medical Superintendent, Whittington Hospital, London, 
N.19, by 4th March, 1957. 
ABERDEEN ROYAL MENTAL HOSPITAL, Aberdeen, 
KINGSEAT MENTAL HOSPITAL, NEWMACHAR. The undernoted 
medica] staff required for the above Hospitals where all forms of 
modern treatment are undertaken and where there is association 
with the University Department of Mental Health. 

SENIOR HOU SE OFFICERS. Salary £745 p.a., less £150 

for board, &« 

HOUSE OF Ki 1c ‘E _ (fully registered). Salary £525 p.a., less 

£125 for board, 

Same Tenens - may be available in the event of 
permanent appointme nts not being made. 

Applications, giving full details of age, &c., to the appropriate 

Physician-Superintendent. 
ACCRINGTON. VICTORIA HOSPITAL. (114 Beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required immediately. Post recognised 
for F.R.C.S, and approved for pre-registration purposes. 

Applications to Group Secretary, Hospital Management 
Committee Office, Royal Infirmary. Blackburn. Lanes. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
Locum ORTHOPACDIC REGISTRAR required early March. 

Applications, giving full details of experience and names 
of 2 referees, to Secre tary. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Reguired, 
RESIDENT HOUSE SURGEON (Male) for general surgical 
duties. 6 months appointment vacant 5th March, 1957. Prefer- 
ence given to pre-registration candidates. 

Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. OPHTHALMIC HOUSE OFFICER required imme- 
diately. Post recognised for D.O. 

Apply, with copies of 2 recent testimonials, to Secretary- 

Superintendent. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. CASUALTY OFFICER (Senior House Officer) required 
mid-March. Post recognised for F.R.C.S Self-contained 
furnishe:: flat available at moderate rental. 

Apply, with copies of 2 recent testimonials, to Secretary- 

Superintendent. 
AYLESBURY. STOKE MANDEVILLE HOSPITAL. 
Applications ate invited for the post of RESIDENT HOUSE 
PHYSICIAN in the Department of Medicine. Pre-registration 
post but registered practitioners may apply. Duties include 
responsibility for 20 acute medical beds and 15 tuberculosis beds. 
Post vacant 17th March, 1957. 

Apply, with copies of 2 testimonials, to Administrative Officer. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON required. Recognised pre-registra- 
tion appointment ; the post can be taken up immediate! 

Applications to Group Secretary, North Devon Hospital 
Management Committee. 19, Alexandra-road, Barnstaple. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. Applications are invited for the resident post of HOUSE 
OFFICER (medical) at the above Hospital. Recognised for 
pre-registration. Available in March, 1957. 

Applications to Group Secretary, Barrow and Furness Hos- 
pital Management Committee, 105 Abvey-road, Barrow-in- 
Furness. 


5 posts. Recog- 


Recognised for 





BARROW-IN-FURNESS. DEVONSHIRE ROAD HOS- 
PITAL. SENIOR HOUSE OFFICER (peediatrics), resident, 
required on or about Ist April, 1957, to a new Pediatric Unit 
opening at the above Hospital. The post will provide good 
inpatient and outpatient experience in pediatrics, and wil] also 
include the care of a ward for medical cases (adults) and infectious 
diseases (children and adults). 

Applications, giving age, details of experience, and names of 2 
referees, to the Group Secretary, Barrow and Furness Hospital) 
Management Committee, 105, ‘A bbey-road, Barrow-in-Furness. 
BARROW AND FURNESS HOSPITAL MANAGEMENT 
COMMITTEE. OBSTETRIC AND GYNASCOLOGY DEPARTMENT. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER at the Risedale Maternity Hospital, Barrow- 
in-Furness. Post aremeh from ist April, 1957. Hospital 

approved for D.Obst.R.C.0.G 

Applications to the nal Secretary, 105, Abbey-road, 

Barrow-in-Furness. 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (819 Beds.) CENTRAL WIRRAL GROUP. JUNIOR HOS- 
PITAL MEDICAL OFFICER (casualty/orthopeedics) (resident) 
or LOCUM requireé. Salary in accordance with current terms 
and conditions of service—i.e., £775-£50-£1075 p.a., less £170 
p.a. for residence. 

Application forms, obtainable from Group Secretary, to be 
returned as soon as possible. 

BEDFORD GENERAL HOSPITAL. (439 Beds.) Locum 
ANZSTHETIC REGISTRAR required early March, pending 
new appointment ; probably for 4 weeks. 

Detailed applications, with copies of 2 recent testimonials, to 

Group Secretary, Bedford Group Hospital Management Com- 
mittee, 3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) A pplica- 
tions required for the post of ANASSTHETIC REGISTRAR, 
vacant early April. Resident or non-resident. Post recognised 
for the D.A. and F.F.A.R.C.S. This appointment gives good 
general experience with ade quate Consultant supervision. 

Application forms obtainable from, and returnable to, Group 
Secretary, Bedford Group Hospital Management Committee 
3, Kimbolton-road, Bedford. Closing date 8th March, 1957 
BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
F.R.C.S. Post offers exceptional opportunities for general 
experience in busy acute Surgical Units. 

Inquiries and applications, with copies of 2 recent testimonials, 
to Gronn Secretary, 3. Kimbolton-road, Bedford. 

BEDFORD GENERAL HOSPITAL. (439 Beds.) Locum 
RESIDENT CASUALTY OFFICER (Registrar grade) required 
4th-3lst March, 1957. Salary £17 10s. per week. 

Applications and testimonials to Group ‘Secretary, Bedford 

Group Hospital Management Committee, 3, Kimbolton-road, 
Bedford, as soon as possible. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory. Offers experience all branches of 
pathology. Salary £745 

Detailed applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPADIC HOUSE SURGEON (first, 
second, or third post) vacant end February. Offers good oppor- 
tunity for general experience in busy acute general hospital. 
Approved pre-registration ay fully qualified practitioners 
may apply. Recognised for F.R.C 

Apply Group Secretary. 

BRIDGE OF EARN HOSPITAL, Perthshire. House 
SURGEON required for Fracture and Orthopeedic Unit. Post 
recognised for Pre-registration Hospital Service, a” by Royal 
College of Surgeons under regulations for the F.R.C.S 

Applications, giving details of age, pa, Ls cay ‘experience, 
and the names of 2 referees, should be sent to the Group Medica) 
Superintendent, Perth Roy al Infirmary, Perth 
BIRMINGHAM. THE UNITED BIRMINGHAM HOSs- 
PITALS. THE BIRMINGHAM AND MIDLAND HOSPITALS FOR WOMEN 
(incorporating the Hospital for Women and the Birmingham 
Maternity Hospital), Showell Green-lane, SPARKHILL, BIR- 
MINGHAM, 11. Applications are invited for the post of RESI- 
DENT OBSTETRICAL AND GYNAZSCOLOGICAL REGIS- 
TBRAR vacant Ist July, 1957. The successful candidate will be 
required to alternate duty at the Hospital for Women and the 
Maternity Hospital, for specified periods. The post is recognised 
for the M.R.C.O.G., and applicants should have held House 
appointments and at least 1 obstetrical and gynecological post. 

Forms of application may be obtained from, and should be 
returned not later than 18th March, ar Wy to the House Governor 
at the above address. . A. PHALP, Secretary. 


BIRMINGHAM. UNITED salen HOSPITALS. 
BIRMINGHAM AND MIDLAND HOSPITAL FOR WOME™, Showell 
Green-lane, SPARKHILL, BIRMINGHAM, II. Applications are 
invited from registered medical practitioners for the post of 
RESIDENT GYNACOLOGICAL HOUSE SURGEON for 
duty with the Professorial Unit from Ist June, 1957. The 
— nt is recognised for the M.R.C.O.G. and D.Obst. 
R.C.0.G. 

Application forms, obtainable from the House Governor at 
the above address, to be returned not later than 30th March, 
1957. G. A. PHALP, Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. Applications 
are invited from registered medical Hy tos rs for the post of 
RESIDENT OBSTETRIC HOUSE SURGEON, vacant Ist May, 
1957. The appeintment is recognised for the M.R.C.O.G. and 
D.Obst.R.C.0.G. 

Application forms obtainable from the House Governor, the 
Birmingham and Midland Hospitals for Women, Showell Green- 
lane, Sparkhill, Birmingham, 11, to be returned not later than 
1 ith March, 1957. G. A. PHALP, Secretary. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of REGISTRAR 
in Radiodiagnosis (non-resident), Registrar grade, for duty in 
the United Hospitals. The successful candidate will be given 
an opportunity to attend a course of instruction for the Diploma 
in Medical Radiology (Diagnostic Part I) at an approved centre 
for which purpose a bursary is provided. 

Application forms may be obtained from the Secretary, United 
Birmingham Hospitals, Queen Elizabeth Hospital, Edgbaston, 


Birmingham, 15, and should be returned to him as soon as 
possible. : a A eR e 1 ee i 
ayaa es 0 THE UNITED BIRMINGHAM HOS- 


PITA Applications are invited for the appointment of 
REGISTR AR in Pathology. The successful candidate will take 
part in a training scheme to be instituted in collaboration with 
the division of pathological studies, University of Birmingham, 
providing for experience in all branches of pathology and work 
in various specialised hospitals within the United Hospitals. 

Further information concerning the appointment and forms 
of application may be obtained from the Secretary, United 
Birmingham reer: Queen Elizabeth Hospital, Ng 
Birmingham, 15, and should be returned by 16th March, 1957 
BIRMINGHAM. THE UNITED BIRMINGHAM HOos- 


PITALS. Locum HOUSE PHYSICIAN So and neuro- 
logy) required for duty at Midland Nerve Hospital for 2 weeks, 


3ist March-13th April. 
Applications to Secretary, Midland Nerve Hospital, Bath- 


row, Birmingham, 15 ke use € 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Senior 


REGISTRARS in Psychiatry. 


(a) Shelton Hospital, Shrewsbury (972 Beds). Wide experience 
— and higher qualification required. Resident: single 
or m ed accommodation available. 


ob) St. Matthew’s Hospital, Burntwood (1234 Beds). Resident. 
Experience specialty and D.P.M. required. 

Successful candidates may subsequently be required to 
spend not more than 2 years in a selected hospital of the United 
Birmingham Hospitals in accordance with arrangements for 
the interchange of Senior Registrars agreed by the Board. 

Application forms from Secretary, 10, Augustus-road, Birm- 
ingham, 15, to be returned by 11th March. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Coventry Group No. 20, Stoney Stanton-road, 


Coventry 

REGISTRAR (E.N.T.). Duties at Coventry, Nuneaton and 
Rugby eq yen hearing aid clinic. Experience specialty 
desirable. ost recognised F.R.C.S., D.L.O. Non-resident. 

(2) Birmingham (Selly Oak) Group, Oak Tree-lane, 
Birmingham, 

REGISTRAR (pathology) for Birmingham Accident Hospital. 
Vacant now Previous experience essential. Recognised (12 
months) for Diploma in Pathology. Further details from 
Consultant Pathologist. 

(3) Shrewsbury Group (15), Royal Salop infirmary, 
Shrewsbury 

REGISTRAR (radiology) (radiodiagnosis) Sanomeates Group 
and Robert Jones and Agnes Hunt Orthopedic ospital, 
Oswestry. Resident or non-resident. 

(4) South Warwickshire Group, 50, WHolly-walk, 


Leamington Spa 
REGISTRAR (general surgery) for Warneford Hospital, 


Leamington Spa (197 Beds). Resident. Experience specialty 
essential. Higher qualifications an advantage. Approved 
*.R.C.S. 
(5) Birmingham (Dudley Road) Group, Dudley 
Road Hospital, Birmingham, 18 
SURGICAL REGISTRAR for Dudley Road Tlospital. 
Considerable experience essential and higher qualifications an 
advantage. Excellent opportunities for wide range of 


—— nee. 

Application forms from Group Secretaries to be returned by 
4th March, 1957. 
BISHOP AUCKLAND, co. DURHAM. THE GENERAL 
HOSPITAL. (350 Beds.) SOUTH WEST DURUAM HOSPITAL MANAGE- 
MENT COMMITTER. HOUSE SURGEON required. Recognised 


pre-registration post. 
Apply, naming 2 referees, to K. G. T. Luxrorp, Group 
Secretary, at the above address. aes = 
(32 Beds.) 


BOGNOR WAR MEMORIAL HOSPITAL. 
RESIDENT SENIOR HOUSE OFFICER required to work 
under visiting Consultant Surgeon and Physician ; also casualty 
work. Salary £745, less £150 p.a. for residence. Modern fully 
equipped theatre. Good liaison with Chichester main hospitals 
and with local general practitioners. Also gives opportunity 
for postgraduate reading. 

Apply, giving 3 referees names, to Group Secretary, Chichester 
Geoee Hospital Management Committee, 174, Broyle- road, 
Chichester. 
BOLTON DISTRICT GENERAL HOSPITAL. (Townleys 
BRANCH PSYCHIATRIC UNIT.) SENIOR HOUSE OFFICER in 
Psychiatry (resident). Unit is attached to a General Hospital. 
Consultant Psychiatrist in charge. All forms of modern treat- 
ment in use. Post offers excellent facilities for anyone desiring 
to specialise in psychiatry and attend D.P.M. course at Man- 
chester University. Hospital also recognised for London and 
Irish D.P.M. Outpatient clinics in existence. Vacant Ist March 
and tenable for 12 months. 

Applications, stating age, nationality, qualifications, experi- 

ence and the names of 2 referees, should be sent immediately 
to Group Secretary, Bolton and District Hospital Management 
Committee, The Royal Infirmary, Bolton. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) HOUSE SURGEON required immediately. 
Recognised for pre-registration and F.R.C.S. 

Applications, stating usual particulars and naming 2 referees, 


to the Administrative Officer. 
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BRIGHTON. SUSSEX EYE HOSPITAL. (56 Beds.) 
HOUSE SURGEON ~«~y at the above Hospital, vacant 
Ist March. Recognised for F.R.C.S. and D.O. Successful 
applicant will be considered for senior post (Senior House 
Officer) on completion of 6 months. 

Applications, stating age, qualifications and experience and 
naming 2 referees, to the Administrative Officer, Royal Sussex 
County Hospital, Brighton, 


BRISTOL. MEAD GENI 








SOUTHMEAD GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER required in the Department of 
Urology, which is associated with the University of tg 
Medical School, at Southmead Hospital, Bristol (570 Beds). , 
__ Applications to be submitted to the Group Secretary. 
BROMLEY GROUP HOSPITALS. Senior House Officer 
in Anesthetics (qualified minimum 1 year) for duty at Grou 
hos wr required immediately. Recognised for D.A. an 
F.F.A.R.C.S. Resident, or non-resident if local. 

AD ly, naming 3 referees, to Administrative Officer, Bromley 
Hospital, Kent. 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 
HOSPITAL. CHEST AND TUBERCULOSIS UNIT poptceiens. ~- 
invited for the post of REGISTRAR or JUNIOR HOSPIT 
MEDICAL OFFICER (resident or non-resident). | 
General Hospital (620 Beds) is 15 miles west of Edinburgh. 
This Unit (262 Beds) offers comprehensive experience in latest 
methods of treatment of tuberculosis. Thoracic, orthopedic 
and genito-urinary surgery are done within the Unit which is 
also the centre of area domiciliary and outpatient work. 

Applications, stating age, sex, nationality, qualifications and 
giving names of 2 referees, to a — and Treasurer, 

3 - 


Board of Management, Bangour ospital, roxburn, West 
Lothian. ' 
BROXBURN, WEST LOTHIAN. BANGOUR GENERAL 


HOSPITAL. CHEST AND TUBERCULOSIS UNIT’ Applications are 
invited for the appointment of HOUSE OFFICERS in the 
Chest and Tuberculosis Unit at Bangour General Hospital, 
Broxburn (620 Beds), which is 15 miles west of Edinburgh. 
This Unit (262 Beds) offers comprehensive experience in latest 
methods of treatment of tuberculosis. Thoracic, orthopedic 
and genito-uripary surgery are done within the Unit which is 
also the centre of area domiciliary and outpatient work. 
Applications, giving age, qualifications and particulars of 
revious experience, to the Group Secretary and Treasurer, 
poss of Management, Bangour Hospital, Broxburn, West 
40 an. 
BURTON UPON TRENT. THE GENERAL HOSPITAL. 
Pre-registration HOUSE OFFICER (general surgery) re 
at the above Hospital which is recognised for the F.R.C 
Applications to Group Secretary as soon as possible. 


BOURNEMOUTH (near). CHRISTCHURCH HOS- 
PITAL, HAMPSHIRE. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTE«. Applications are invited for ~ 
appointment of RESIDENT HOUSE SURGEON (pre- 
tration intern) for general surgery at the above Hospital of 40 
Beds which includes a new Surgical Unit of 56 Beds. Thisisa 
new appointment which will become available towards the end 
of March. The successful applicant will be required to attend 
surgical outpatient sessions at the Royal Victoria Hospital, 
Boscombe. 

Applications to the Hospital Secretary, Christchurch Hospital. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
PHYSICIAN for 6 months from 17th April. Recognised Pre- 
registration Service. 

Apply, stating age, nationality, qualifications and experience 

with dates, and copies of 3 testimonials, to Secretary by 9th 
March. Tuterviews mid-March. 
CANTERBURY. KENT AND CANTERBURY HOS- 
VITAL. (277 Leds.) E.N.T. AND EYE DEPARTMENTS. SENIOR 
HOUSE OFFICER. Salary £745 pe Post vacant at the end of 
March, 1957. Approved for F.R.C.S. and special diplomas. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of GENERAL SURGICAL AND 
UROLOGICAL HOUSE SURGEON (pre- or or third 
ost), which is recognised for the F.R.C.S. is now vacant. 
National Health Service salary and aac, 
Applications, together with copies of 2 recent testimonials, to 
addressed to the Hospital Secretary at the above Hospital. — 
CAERPHILLY AND DISTRICT 
MINERS’ HOSPITAL. (226 acute general beds.) HOUSE SUR- 
GEONS (2 appointments) now vacant. Preference given to 
= registration candidates. The posts are recognised by the 
Royal College of Surgeons. 6 miles from the teaching Hospital 
at Cardiff. 
Apply to Group Secretary, address as above. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
pplications are invited for the a of REGISTRAR 
Jermatology at the Cardiff Royal Infirmary, to commence as 
soon as possible. 
~ ey = forms are available from the Secretary to the 
Board, at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 


advertisement. i 
CARLISLE. GARLANDS HOSPITAL. (1060 Beds.) 
GARLANDS HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER at the above Mental Hospital. Resident post. Flat 
is available for which a deduction will be made. Salary scale 
£775-£50-£1075 p.a. Appointment subject to the National 
Health Service superannuation regulations and to the conditions 
and terms of service laid down by the Minister of Health. 

Applications, stating age, qualifications and experience, and 
the names of 2 referees, should be sent to the Medical Superin- 
tendent as soon as possible 


CARDIFF (near). 
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CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
are invited from registered practitioners for the post of RESI- 
DENT PAZDIATRIC HOUSE OFFICER (Male or Female). 
Commencing 16th March, 1957, to work in the Peediatric Unit 
of the Chelmsford Hospital Group. The Unit includes a 
Premature Baby Nursery of 10 Cots and a Neo-natal Department 
in the Maternity Block of the Hespital. The Department is 
recognised for the D.C.H. 
» Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, should be received 
not later than 26th February, 1957, by the Group Secretary, 
Chelmsford Group Hospital Management Committee, Chelmsford 
and Essex Hospital, London-road, Chelmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botley’s Park War Hospital). (430 Beds.) ORTHOPADIC 
HOUSE SURGEON required immediately. Senior House Officer 
or House Officer (Intern) grade. 100 orthopedic beds. Post 
recognised for F.R.C.S. and Pre-registration Service. Preference 
given to provisionally registered candidates. Salary in accord- 
ance with terms and conditions of National Health Service. 
Applications, together with names and addresses of referees, 
to be sent to ths vhysician-Superintendent, St. Peter’s Hospital, 
Chertsey, a* soon as possible. 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
JUNICR HOSPITAL MEDICAL OFFICER in Medicine under 
super) ision of Consultant Physicians with main duties in 
Geriatric Unit (150 Beds) at St. Richard’s Hospital (400 Beds). 
Facilities are available for investigation and treatment of acute 
and chronic disease, pre-admission assessment, and follow-up 
clinic. Post resident or non-resident. National Health Service 
terms and conditions of service. Salary £775-£50-—£1075 p.a. 
Applications, stating age, nationality, qualifications, 
experience, and naming 2 re ferees, to Group Secretary. 


CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Whole-time Locum SENIOR REGISTRAR in General 
Surgery, wanted for about 3 months from Ist April, 1957, to 
assist with Consultant work chiefly at Royal West Sussex 
meso. Non-resident. 

Apply Group Secretary, 174, Broyle-road, Chichester. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment. National salary scale for first, second, or 
third posts. Post approved for pre -registration practitioners. 
Also recognised for F.R.C. 7 residents including Resident 
Surgical Officer and 3  pelog ‘Surgeons. Vacant immediately. 

Apply te Senior Administrative Officer. 

COLCHESTER HOSPITAL MANAGEMENT com- 
MITTEE. Applications are invited for :— 

Biack Notley Hospital. Braintree (516 Bed 

Posts of HOUSE SURGEON and HOUSE PHYSICTAN. 
The successful applicant will serve 6 months as House Surgeon 
followed by 6 months as House Physician. First, second, third 
or pre-registration aoe. Surgical post includes duties in general 
surgical and gynecological wards. Recognised for F.R.C.S 
Medical post includes duties in medical and diatric ward. 

Post of ORTHOPAZDIC HOUSE OFFICER. Duties include 
care of cases from London Hospital Orthopmdic Department. 
First, second, “ or = pe -registration post, tenable for 6 months. 
Recognised for F 

Essex Ae Hospital, Colchester (185 Beds) 

Post of SENIOR HOUSE OFFICER to Casualty and E.N.T. 
lesa Post tenable for 6 months or 1 year. Recognised 
or F.R.C. 

Soe. with copies of 3 testimonials, to o"B Secretary, 
Colchester Hospital Management Committee, 14 ‘ope’s-lane, 
Colchester, Essex. 
COTTINGHAM. CASTLE HILL SANATORIUM (221 
Beds), AND RAYWELL SANATORIUM, near COTTINGHAM (48 Beds). 
SENIOR HOUSE OFFICER to work under supervision of 
Consultant Chest Physician in Group Sanatoria with Major 
Thoracic Surgery Unit and mass radiography and laboratory 
facilities. 

Application forms from Group Secretary, Hull B Group Hos- 
pital Management Committee, De la Pole Hospital, Willerby, 
E. Yorkshire. by 
DARLINGTON MEMORIAL HOSPITAL. (208 Beds.) 

Applications are invi_ed for the post of RESIDENT HOUSE 
SURGEON (approved pre-registration appointment), which 
post is recognised for the F.R.C.S. (Eng.). Salary in accordance 
with national scale. 

Apply, giving age and er 4 es, to the undersigned fort hwith. 

G. W. BECKWITH, Group Secretary. 
DARLINGTON MEMORIAC HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SENIOR HOUSE OFFICER (surgery). Estab- 
lishment 1 Registrar, 1 Senior House Officer, 2 House Officers 
(90 surgical beds). The post is recognised for the F.R.C.S. (Eng.) 
Salary £745 p.&., deduction of £150 for full reside ntial emolu- 
ments. The post is tenable for 12 months and is renewable 
annually. 

Apply with references, ons age and experience, to— 

. W. BecKwiTH, Group Secretary. 
SEREVEHING HOSPITAL FOR WOMEN, 
HOUSE SURGEON (pre-registration) or 
2 posts—(1) vacant 
Recognised for 


and 


DERBY. 
FRIAR GATE, DERBY. 
SENIOR HOUSE OFFICER (gynecology ). 
23rd February, (2) vacant about 27th March. 
M.R.C.O.G. in gynecology only 

Apply, stating full details ona which vacancy, with copies of 
2 recent testimonials, to Group Secretary, ‘No. 1 Hospital 
Management Committee, Babington-lane, De rby. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. 
HOUSE OFFICER (general surgery), vacant now. 

Apply immediately, stating full details with copies of 2 recent 
testimonials, to the Hospital Secretary. 


Senior 


q 





DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 
HOU dE OFFICER (general medicine), vacant early March. 

Apply, stating full particulars with copies of 2 testimonials, 

to the Secretary. 
DONCASTER ROYAL INFIRMARY (330 Beds), WES- 
TERN HOSPITAL, DONCASTER (241 Beds). SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(obstetrics and gynecology) required. Post vacant 5th May. 
Gyneecology beds at both hospitals ; Maternity Unit at Western 
Hospital. The post is recognised for the M.R.C.O.G. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Oid 

Fulwood-road, Sheffield, by 4th March, 1957, giving age, 
nationality, qualific ations, present and previous appointments 
with dates, naming 3 referees. 
DORCHESTER. DORSET COUNTY HOSPITAL. (109 
Beds.) HOUSE PHYSICIAN (Male or Female) required for 
resident pre-registration post, vacant Ist April and tenable for 
6 months. 

Applications, stating age, experience, nationality, and quali- 
fications, together with copy testimonials, to Group Secretary, 
Damers-road, 








West Dorsexv_ Hospital Management Committee, 
Dorchester, Dorset, immediately. __ eta 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 


(160 Beds.) Applications are invited for the post of HOUSE 
SURGEON. The post is recognised for pre-registration purposes, 
and becomes vacant in mid-March, 1957. 4 residents on staff. 
Salary £425—-£475 according to experience. 

Applications, enclosing copies of 2 recent testimonials, to the 
Secretary, Noble’s Hospital, Douglas, Isle of Man. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE SURGEON (first, second, or 
third post), required now. Casualty, general surgery, ortho- 
peedics, and some gynecology. Approv ed pre-registration post. 
Fully qualified practitioners may apply. 

Apply Group Secretary, W cubes’ Hospital, 
Yorkshire. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. 
The Guest Hospitai, Dudley (154 Beds) 

SENIOR HOUSE OFFICER (casualty). Post now vacant. 

HOU ee OFFICER (surgical), pre-registration. Post now 

vacan 

Apply, Group Secretary, Guest Hospital, Dudley. 

EAST ANGLIAN REGIONAL HOSPITAL BOA:3D. 

(1) AN®STHETIC REGISTRAR, West Norfolk and King’s 
Lynn Hospital (146 Beds). Single accommodation available. 
Post provides wide experience and d for D.A. Appoint- 
ment for 1 year, renewable for second yeer. 

(2) REGISTRAR in Psychiatry, Hellesdon Hospital, Norwich. 
Associated with this modern mental hospital (260 Beds) are 
a separate early treatment hospital with an Electro-encephalo- 
graphic Department, outpatient clinics for both adults and 
children, and a special unit for the elderly mentally infirm. 
Post recognised for D.P House available. Appecintment for 
1 year, renewable for second year. 

‘Applications, stating age, experience and ‘ae names of 3 
referees, Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, sy - March, 1957. Candi- 

dates are invited to visit Hospital by direct arrangement with 
(1) Hospital Management Committee Secretary at the Hospital, 
and (2) the Medical Superintendent. 
EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
(PLASTIC SURGERY AND JAW INJURIES UNIT.) TUNRRIDGE WELLS 

GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
SURGEON required, Ist March, 1957. Appointment for 6 
montns, offering considerable opportunity to gain experience in 
plastic surgery and jaw injuries work. 

Applications, stating age, and the names of 3 referees, to 
Hospital Secretary. Ae att ma 
EDINBURGH. ROYAL EDINBURGH HOSPITAL FOR 
MENTAL AND NERVOUS DISORDERS. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (resident 
or non-resident) in this teaching hospital with good oppor- 
tunities of training in -psychiatry. Appointment will be for 
1 year from Ist April, 1957 

Applications, stating qualifications, 

of 2 referees. to Physician-Superintendent, 
Hospital, Moruingside-place, Edinburgh, 10, wit 
appearance of this advertisement. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE SURGEON (pre-registration post), vacant 
26th April, 1957. Duties with General Surgical Unit, doing 
some genito-urinary work. Post recognised by the Royal College 
of Surgeons. 6 months appointment. 

Applications, with names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase Farm Hospital. 


Beverley, 





experience and names 
a bn Edinburgh 
in 14 days of 





EPPING. ST. MARGARET’S HOSPITAL. fesident 
SENIOR HOUSE OFFICER (obstetrics), vacancy occurring 
Post recognised for D.Obst.R.C.0.G. ‘Salary on 


Ist April. 
national scale less deduction for board, lodging, &c. Busy general 
hospital with easy access to London. 

Applications, with 2 recent testimonials, to the Group Secre- 
tary, Epping Group Hospital Maiagement Committee, ‘‘ Oak 
Cottage,”” The Plain, Epping, Essex, by 8th March, 1957. 


EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. SENIOR HOUSE OFFICER (cosushy) —— Ist 
April. Post non-resident, recognised for F.R.C.S. 12 months 
appointment. Busy Casualty and Outpatient Department with 
excellent experience in minor and traumatic surgery. Candidates 
should have held previous House Officer posts. 

Applications, stating age, peer pe experience, with 
copies of 2 recent Seotimeniote, should be sent by 2nd March to 
Group Secretary at above address. 
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EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 


RESIDENT GYNAECOLOGICAL HOUSE SURGEON for 
above Hospital. Post vacant 28th March, 1957. 6 months 
appointment. Post recognised for M.R.C.O.G. purposes. 


experience and 


stating age, qualificattons, 
to Medical 


enclosing copies of up to 3 recent testimonials, 
Director of Hospital by 2nd March, 1957. 
EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
RESIDENT OBSTETRIC HOUSE SURGEON for above 
Hospital. Post vacant 2nd April, 1957. 6 months appointment. 
Post recognised for M.R.C.O.G. purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 2nd March, 1957. 


EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
2 RESIDENT HOUSE SURGEONS for above Hospital. Posts 
vacant 3rd and 19th April, 1957. 6 months appointments. Posts 
recognised for F.R.C.S. and pre-registration purposes. 

Applications, stating age, qualifications, experience and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 2nd March, 1957. 
GAINSBOROUGH. JOHN COUPLAND HOSPITAL. 
(40 medical and surgical beds.) Locum RESIDENT MEDICAL 
OFFICER required for the period 4th-29th March, inclusive. 
Salary £17 10s. per week. 

Apply, with full particulars, to 
Hospital, Lincoln. 

GLASGOW ROYAL INFIRMARY. Senior House Officer 
in Medicine. Duties at above Infirmary. 

Write, giving 3 names for reference, not later than 9th March, 
1957, to the Secretary, Board of Management for Glasgow Royal 
Infirmary and Associated Hospitals, 135, Buchanan-street, 
Glasgow, C.1. 

GLASGOW, 8.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in _Anssthetics. The post is 
approved for D.A. and F.F.A.R.C. 

Write immediately to Secre ving 
Glasgow South-Western Hospitals, 
S.W.1, naming 2 referees. 
GLASGOW VICTORIA HOSPITALS. Senior House 
OFFICER required for the Sectoral Bacteriological Laboratory 
at Mearnskirk Hospital with duties in the Victoria Infirmary. 
No previous laboratory experience necessary. 

Applications, with names of 2 referees, to the Secretary, Board 

of Management for Glasgow Victoria Hospitals, 24, St. Vincent- 
place, Glasgow, C.1. 
GRAVESEND AND NORTH KENT HOSPITAL. Medway 
AND GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. App'ica- 
tions are invited for the resident post of HOUSE SURGEON 
vacant now. The successful applicant will be attac shed 
to 2 Consultant Surgeons with opportunities for extensive surgery 
and special experience in vascular work Recognise . for 
F.R.C.S. and as a pre registration post. Salary £425-£525 p.a. 
according to experience. 

Applications, stating age, nationality, 
experience, to Hospital Secretary. 
GRIMSBY. SCARTHO ROAD HOSPITAL. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time NON- 
RESIDENT REGISTRAR (anesthetics) required. Relief 
duties at other hospitals in the Group... Appointment for 1 
year in the first instance. 

Apply to. Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 4th March, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
HAREFIELD HOSPITAL, Harefield, Middlesex. Appitica- 
tions are invited for the pre-registration post of HOUSE 
SURGEON to the general wards at the above Hospital. Vacant 
immediately. 

Applications, with copies of 2 testimonials, to the Medical 
Director of the Hospital. 

HAREFIELD HOSPITAL, Harefield, Middlesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR in Chest Diseases required at above Hospital. 
Previous experience in general medicine and in the treatment 
of tuberculosis essential. The Hospital has approximately 
450 Beds for the treatment of tuberculosis in all its forms, a 
non-tuberculosis Thoracic Surgical Unit of 90 Beds and 100 
general medical and surgical beds. 

Application forms obtainable from, and returnable to, the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 28th February, 1957. 

HAREFIELD HOSPITAL, Harefield, Middlesex. 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR 
MEDICAL REGISTRAR required at above Hospital. Applicants 
should hold a higher qualification in medicine and should have 
experience in general medicine and diseases of children as well 
as of the diagnosis and modern methods of treatment of tuber- 
culosis. The post will normally be held for about 2 years and the 
successful candidate will then be given the opportunity of 
serving for a further 2 years, approximately, as a Senior 
Registrar at Uxbridge Chest Clinic, 259, High-street, Uxbridge, 
Middlesex. Hospital and Clinic may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, 

Secretary, Harefield and Northwood Group Hospital Manage- 
ment Committee, Mount Vernon Hospital, Northwood, Middle- 
sex, by 9th March, 1957. 
HARROW CHEST CLINIC, 199, Station-road, Harrow, 
MIDDLESEX. Locum MEDICAL REGISTRAR required at 
above Clinic from 25th March, 1957, to 15th June, 1957, inclusive. 
Experience in general medicine essential and a knowledge of 
chest diseases desirable. 

Apply immediately to Physician-in-charge (tel. : HARrow 
1075). 


Applications, 


Group Secretary, County 


“Board of Management for 
1301, Govan-road, Glasgow, 


qualifications and 


(229 Beds.) 


‘North 
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HARROGATE GENERAL HOSPITAL, Harrogate, York- 
SHIRE. (253 Beds.) Immediate vacancy for HOUSE SURGEON 
(approved pre-registration post). Pleasantly situated modern 
hospital 

Applications, with names of 2 referees, to Hospital Secretary. 
HARTLEPOOLS HOSPITAL. (133 Beds.) Applications 
are invited for the post of HOUSE OFFICER (pre-registration) 
or SENIOR HOUSE OFFIC x ‘. ‘asualty and Orthopeedics 
Department ) (recognised for F.R.C.S.), vacant end March. 
There is also a Senior Casualty Officer in the Group. Married 
accommodation available. 

Applications, stating age, nationality and qualifications 

with dates, and enclosing copies of 2 testimonials, should be 
sent to the Group Secretary, Hartlepools Hospitals Manage- 
ment Committee, at the General Hospital, West Hartlepool, 
as soon as possible. 
HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) HOUSE SURGEON in Gynecology (28 
gynecological beds). Post recognised for M.R.C.O.G., vacant 
23rd March, 1957, for 6 months. Candidates for Pre-registration 
Service (surgery) can be considered. 

Apply, giving names and addresses of 3 referees, to Hospital 

Administrator, 
HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum ORTHOPADIC REGISTRAR required for 
whole-time duties. 6th March-20th March, 1957, inclusive. 
Remuneration £17 10s. per week. Non-resident. 

Apply, giving details of qualifications and experience, to Group 
Secretary, Hastings Hospital Management Committee, 11, 
Holmesdale-gardens, Hastings. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) HOUSE SURGEON required, pre-registration post, 
vacant llth March, 1957. 

Apply, with testimonials, 
as possible 
HEMEL ‘HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. HOUSE SURGEON (pre-registration) 
required. 

Applications, giving full details and copies of recent testi- 
monials. should be sent to the Hospital Secretary at once. 
HENLEY-UON-THAMES. PEPPARD CHEST HOSPITAL. 
(236 Beds.) Applications are invited from registered medical 
practitioners for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER. The Hospital deals with all types of chest disease 
in medica] and surgical wards. Previous experience in resident 
hospital appointments is desirable. Single accommodation is 
available. 

Applications, stating age, qualifications and experience with 
the names of 2 referees, should be forwarded to the Group 
Secretary, Reading and District Hospital Management Com- 
mittee, 3. Craven-road. Reading. 

HEREFORD GENERAL HUSPITAL. (154 Beds.) 
OFFICER (general surgery ) required, pre-registration post, 
vacant 12th March, 1957. Hospital recognised by R.C.S. Duties 
include care of general surgical beds and in eddition for 3 months 
of orthopeedic beds and for 3 monthe of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victor‘a House, Eign-street, Hereford. 

XHAM. BARRASFORD SANATORIUM. (95 Beds.) 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer or Senior House Officer according to experience). Tenure 
for Junior Hospital Medical Officer appointment limited to 
4 years in the first instance. A 3-hbedroomed house is available. 

Inquiries to Physician-Superintendent and applications, with 

names and addresses of 2 referees, to the Group Secretary, 
General Hospital, Hexham, Northumberland, within 14 days. 
HORNCHURCH. ST. GEORGE’S HOSPITAL, Ingre- 
BOURNE CENTRE. Temporary PSYCHIATRIC REGISTRAR 
required at above Unit. Mental Hospital experience essential. 
Candidates should be specially interested in short-term therapy 
and social psychiatry. Further information may be obtained 
from the Hospital which may be visited by arrangement (Tel. 
Hornchurch 4181). 
stating names of 2 referees, should be sent 
to Group Secretary, Romford Hospital Management Committee, 
Oldchurch Hospital. Romford, as soon as possible. 
HOVE GENERAL HOSPITAL, Sussex. (75 Bed 3 
Resident Medical Officers.) Pre-registration SECOND HOU SE 
SURGEON AND CASUALTY OFFICER required end of 
February, or sooner if available, for 6 months. Post is recog- 
nised for F.R.C.S. Salary £425-£525, less £125 p.a. for resi- 
dential emoluments. 

Applications, stating age, qualifications, full details of 

experience, together with names and addresses of 2 referees, to 
the Administrative Officer. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUPDERSFIFLD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duties on Ist March, 1957. 
The post is recognised as a pre-registration appointment and 
for the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. Jounson, Secretary to the Management Committee. 
The Royal Infirmary. Huddersfield. bie a 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HOUSE SURGEON post vacant 28th February, 
eit ie Pre-registration post, 6 months duration. Recognised for 

».C.H. 

Applications, stating age, qualifications, 
testimonials. to Hospital Secretary. te 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING, IPSWICH. (280 Beds.) Applications invited for post 
of NON-RESIDENT CASUALTY OFFICER (Senior House 
Officer), vacant 7th March, 1957. Day-time duties only, offering 
opportunity of study for higher examinations. 

Applications, with full details, to the Hospital Seeretary. 


to Hospital any uneeenene as soon 


Applications, 


together with 2 
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IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER in General Medicine, vacant on 
18th March, 1957. The post offers excellent experience and 
opportunity for working for higher qualifications (M.R.C.P.). 
There are approximately 50 acute medical beds. 

Applications, stating age, nationality, together with copies of 
recent testimonials, to Hospital Secretary by 4th March. 
IPSWICH. ST. HELEN’S HOSPITAL. (100 Beds for 
infectious diseases, pulmonary tuberculosis, and long-stay 
orthopedics. The area Chest Clinic is in the Hospital.) HOUSE 
PHYSICIAN required (post-registration appointment). Accom- 
modation available for married man. 

Applications to JOHN WILLIAMS, 
Group Hospital Management Committee, at the Ipswich and 
East Suffolk Hospital (Anglesea Road Wing), Ipswich. 
ILFORD. KING GEORGE HOSPITAL, Eastern-avenue. 
There will be a vacancy for a HOUSE PHYSICIAN &t above 
Hospital on 22nd March, 1957. First or second post pre- 
registration. The post will be tenable for 6 months. 

Applications, giving full particulars and accompa: lied by 
testimonials, should be sent to the undersigned within 7 days of 
the appearance of og advertisement. 

H. HARRIS, Group Secretary, 

Tiford and Rect Group Hospital Management Committee. 
KETTERING AND DISTRICT GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer). Recognised for 
F.R.C.S. The post becomes vacant on 8th April, 1957. It offers 
wide experience of all traumatic conditions including fractures 
and some orthopedic cases with charge of 30 Beds. 

Applications, accompanied by testimonials, to be sent to the 
Group Secretary, General Hospital, Rothwell-road, Kettering. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) Applications are invited for the pre- 
registration post of HOUSE SURGEON at the above Hospital. 
Post vacant shortly. 


Group Secretary, Ipswich 


Applications, with the names of 3 referees, to the Hospital 
Secretary. 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 


UPON THAMES. KINGSTON GROUP HOSVITAL MANAGEMENT 
COMMITTEE. Applications are invited from suitably qualified 
medical officers for the post of SENIOR HOUSE OFFICER 
(gynecology) which is now available. This post is recognised 
for M.R.C.O.G. purposes. 

Applications, stating age, qualifications, and experience, with 
2 recent testimonials, should reach the Physician-Superintendent 
of the Hospital) as sorn as poss ble 
LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 

General Surgery 

Otley General Hospital (42 general surgical beds). Recog- 
nised for F.R.C.S. Consultant staff mai: ly from Leeds Teaching 
Hospital. Resident married quarters available. 

Orthoprrdic Surgery 

St. James’s Hospital, Leeds (64 erthcepedic beds), and the 
Public Dispensa y, Leeds. Non-: esident. 

Harrogate General Hospital (31 orthopedic beds). May 
include some duties in the Casualty Department. Non-resident. 
ae por and Gyn 

Huddersii Id wrose. iy gynecological and 100 obstetric beds). 
Recognised for M R.C.0.G. R--sident. 

Applications, stating age, qualifications, details of present and 
previous appointments with dates, together with the names and 
addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by Ist March, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. ‘There is a vacancy for a 
SENIOR REGISTRAR in the Neurosurgical Centre. The 
post will be tenable for 1 year in the first instance. Terms and 
conditions of service for hospital medical staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names for reference, to be sent to the Sub-Dean. 
School of Medicine, Leeds, 2, by 27th February, 1957. 


LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (obstetrics and gynecology), vacant 6th 
March, 1957, at this busy General Hospital. 

Applications with full details, together with names of 2 
referees, should be addressed to the Hospital Secretary. 
LIVERPOOL. THE UNITED LIVERPUUL HUSPITALS. 
ROYAL LIVERPOOL CHILDREN’S HOSPITAL. Applications are 
invited for a post of HOUSE SURGEON to the Orthwpedic 
Department (Professorial Unit) for 6 months from Ist March, 
1957. The appointment is open to pre-registration and to 
registered practitioners. 

Apply as soon as possible on form 
Secretary, The United Liverpool Hospitals, 80, 
Liverpool, 1 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ROYAL SOUTHERN HOSPITAL. Applications are invited for a post 
of HOUSE SURGEON to the Orthopedic Department (Pro- 
fessoria]l Unit) for 6 months from Ist March, 1957. The appoint- 
ment is open to pre-registration and to registered practitioners. 

Apply as soon as possible on form obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LIVERPOOL, 9. WALTON HOSPITAL. The following 
resident medical posts, which are récognised for Pre-registration 
Service, will become vacant on ist March, 1957. 

HOUSE OF FICER in Gynecology. Recognised for 

M.R.C.0.G 

HOUSE SU RGEON,. 

Applications, stating age, qualifications, experience, together 
with a copy of each of 2 recent testimonials, to Physician- 
Superintendent, Walton Hospital, Liverpool, 9 


Registrar 





obtainable from the 
Rodney-street, 





LIVERPOOL. AINTREE HOSPITAL. Fazakeriey Group 
OF HOSPITALS MANAGEMENT COMMITTEE. RESIDENT SENIOR 
HOUSE OFFICER (surgical). Applications are invited from 
registered medical pract tioners. The Hospital is for the treat- 
ment of pulmonary and non-pulmonary tuberculosis, and is a 
main centre for thoracic surgery and has an Orthopedic Depart 
ment. Salary will be in accordance with terms and conditions 
of service for hospital medical staff. 

Applications, endorsed “ Resident Senior House Officer,”’ 
to be submitted immediately to the Physician-Superintendent. 


LANCASTER MOOR HOSPITAL, Lancaster. (Regionai 
MENTAL HOSPITAL.) ‘Applications invited for the post of RESI- 
DENT JUNIOR HOSPITAL MEDICAL OFFICER (Male o1 
Female). Unfurnished flat available for married applicants ; 
furnished quarters for single persons. Hospital recognised for 
D.P.M. and facilities granted for attending neighbouring univer- 
sities. All modern methods of investigation and treatment 
carried out ; ontpatient clinics : Hospital serving North Lanca- 
shire and Lake District. Post for initial period of 4 years, but 
renewable if services satisfactory. 

Apply Medical Superintendent. 

LANCASTER MOOR HOSPITAL, Lancaster. (Regiona! 
MENTAL HOSPITAL.) MANCHESTER REGIONAL HOSPITAL BOARD 
Applications invited for the post of RESIDENT REGISTRAR 
(Male or Female). Unfurnished house or flat in hospital grounds 
available for married applicants ; furnished quarters for single 
persons. Hospital recognised for D.P.M. and facilities provided 
for attending courses of instruction at neighbouring universities 
All modern methods of investigation and treatment carried out ; 
successful candidate required to work under supervision of 
Consultant Psychiatrists by rotation, both for inpatient and 
outpatient work. 

Apply Medical Superintendent. 

MACCLESFIELD. PARKSIDE HOSPITAL MANAGE- 
MENT COMMITTEE. (1600 Beds.) MANCHESTER REGIONAL BOARD. 
Applications are invited for the post of REGISTRAR in 
Psychiatry. Facilities for attending the course for the D.P.M. 
at Manchester University will be granted and the Hospital is 
recognised by the Conjoint Board for the purpose of the D.P.M. 
The Hospital may be visited by appointment. 

Applications, with the names of 2 referees, to be sent to the 
Medical Superintendent, Parkside Hospital, Macclesfield. 
Cheshire, to reach him by 8th March, 1957. 

MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. Locum HOUSE PHYSIC IAN required Ist March. 

Applications to Secretary. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SU ee 6 months appointment. Post vacant February, 
195 Salary at the rate of £425-£525 p.a. A deduction at the 
rate ‘of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. md “a 
MALVERN. ST. WULSTAN’S HOSPITAL. (230 an 
RESIDENT MEDICAL OFFICER (Junior Hospital Medi 
Officer) required. Good experiénce in modern treatment of 
pulmonar tuberculosis. Work mainly medical but Hospita) 
has own Thoracic Surgical Unit. 

Applications to Physician-Superintendent. 
MANCHESTER (near). 
DREN'S HOSPITAL, PENDLEBURY. 


MANCHESTER REGIONAL HOS- 


PITAL BOARD, SALFORD HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for post of RESIDENT MEDICAL 
REGISTRAR vacant 19th March, 1957. Previous experience 


= peediatrics essential. Preference given to candidates with 

i C.P. or other higher qualifications. The Hospital is the chief 
fn ied unit of the University Department of Child Health. 

Applications to Group Secretary, Salford Royal Hospital, 
Salford, 3, before 2nd March, 1957. : 
MANCHESTER, 9. BOOTH HALL CHILDREN’S HOS- 
PITAL. (380 Beds. i} JUNIOR HOSPITAL MEDICAL OFFICER 
(resident) required for Regional Burns Unit (45 Beds for severe 
burns and scalds). Post vacant. £170 deducted for ful) 
emoluments. 

Applications, giving names and addresses of 2 referees, to 

be sent to Group Secretary, from whom further particulars 
may be obiained. 
MANCHESTER, 9. BOOTH HALL CHILDREN’S HOS- 
PITAL. REGISTR. AR in Child Psychiatry required, based at the 
Child Psychiatric ( Jentre, for 1 year in first instance. Training 
opportunities available in clinic al pediatrics and time is allowed 
for attendance at the University Course for the D.P.M., but 
preference will be given to candidates possessing the D. ‘’P.M 
and/or to those who have had experience in = psychiatry 
Candidates may visit the Unit by arrangement 

Application forms from Group Secretary, Booth Hall Hospital 
to be returned not later than 16th March. 

MANCHESTER. MONSALL HOSPITAL, Newton Heath, 
MANCHESTER, 10. SENIOR HOUSE OFFICERS. 2 resident 
posts for infectious diseases wards. Hospital is Regional Centre 
for Rede nn litis. 


Applications, with names of 2 referees, to Deputy Group 
Secretary, Monsall Hospital, from whom further particulars 
may be obtained. 


MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of MEDICAL REGISTRAR in the 
Rehabilitation Unit and Department of Physical Medicine at 
the Devonshire Royal Hospital, Buxton. The post offers excellent 
opportunity in research and the Hospital is recognised for the 
Diploma in Physical Medicine. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, to be forwarded to— 

H. G. Price, Group Secretary. 
59B, Shaw-heath, Stockport, Cheshire. 
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MANCHESTER REGIONAL HOSPITAL BOARD. Resi- 
DENT SURGICAL REGISTRAR required beginning of April, 
for the Royal Infirmary, Blackburn, a busy acute hospital of 
262 Beds. Post recognised for F.R.C.S. 


Application forms available from Group Secretary, Hospital 
Management Committee Office, Royal Infirmary, Blackburn. 
MANCHESTER REGIONAL HOSPITAL BOARD. 


REGISTRAR for the Geriatric Department of the Bolton and 
District Group of hospitals. Now vacant. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, should be sent immediately to 
Group Secretary, Bolton and District Hospital Management 
Committee, The Royal Infirmary, Bolton. =i 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) SENIOR HOUSE OFFICER 


required for Group Laboratory. Post vacant early April, 1957, 
and tenable for 1 year. Duties which alternate with holder of 
second similar post include routine general pathology and 


emergency investigations. Laboratory recognised for D.Path. 
and D.C.P. examinations. Previous experience not essential. 
Application forms from Group Secretary. 


MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (orthopedics) required at the above 
Hospital, vacant Ist April, 1957. This post offers excellent 
experience for persons who ultimately intend to specialise in 
orthopeedics and accident work. In addition to the routine 
orthopedics duties of a general hospital the unit carries out the 
reconstructive surgical programme of patients from the Devon- 
shire Royal Hospital, Buxton, which has a regional catchment 
area. 

Applications, with full details and names of 2 referees, to be 

forwarded to the Group Secretary, Withington Hospital, as 
s00n as possible. 
NEWARK GENERAL HOSPITAL. Nottingham No. 1 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (medical) required for above Hospital, 
situated on Great North-road approximately 20 miles from 
Nottingham. Post offers good experience. The Consultant staff 
attending Newark Hospital are on 1 or more of the Nottingham 
Hospitals. During next few months a flat will be available as 
married quarters, but in meantime single accommodation can 
be provided. Salary £775-£50-£1075. Duties to commence as 
soon as possible. 

Applications, giving names of 3 referees, should be sent to 


Group Secretary, Nottingham No. 1 Hospital Management 
Committee, General Hospital, Nottingham. 
NEWCASTLE GENERAL HOSPITAL. (844 Beds.) 


NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (general surge ry), resident post, 
vacant 27th February. Recognised for F.R.C. 

Applications, together with names and siicenees of 2 referees, 

should be sent to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR ANXSTHETIST (whole-time) for Hexham Group of 
hospitals—Hexham General, 304 Beds ; Dilston Hall Maternity, 
50 Beds. Married or single accommodation available. 

Applications, with names and addresses of 3 referees, to 

Senior Administrative Medical Officer, Newcastle Regional 
Hospital Board, Benfield-road, Newcastle upon Tyne, 6, within 
14 days. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time 
appointment of REGISTRAR in the Department of Anesthetics 
at the Royal Victoria Infirmary which is associated with the 
Medical School of the University of Durham. The post, which is 
non-resident except for rotational emergency duty, will be for 1 
year in the first instance and is subject to the terms and con- 
ditions of service of hospital medical staff in the National Health 
Service. It offers opportunity for study for the F.F.A.R.C.S. 
examination. Applicants should have held postgraduate a point- 
ments in medicine and surgery and should have kad some 
experience in anrsthetics. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the eppearence of this advertisement. 

W. SANDERSON, House Governor and Secretary. 

Royal Vittoria Infirmary, Newcastle upon Tyne. 


NEWMARKET GENERAL HOSPITAL, Suffolk. Senior 
HOUSE SURGEON (Senior House Officer grade). Tenable for 
6 months fn first instance. Duties mainly surgical, but a small 
amount of E.N.T. and ophthalmic surgery is included. Pref- 
erence to candidates who wish to be trained in surgical technique 
and to gain experience in operative surgery. 

Applications, with copies of 3 testimonials, to Medical 
Superintendent. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the appointment of JUNIOR 
ORTHOPADIC HOUSE SURGEON (Male or Female), House 
Officer status. 2 House Officers employed in the department. 
This is a pre-registration post. Membership of a Medical Defence 
Society ie a condition of appointment. 

Applications, giving full details with names of 2 referees, to 
Groep Secretary, Hospital Management Committee, St. 
Stephen’s-road, Norwich, immediately. 


NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(medical). The appointment will be for 1 year. 

Applications, stating age, natienality, qualifications and 
«aperience, together with copies of not more than 3 testi- 
monials, to be sent immediately to the Hospital Secretary, 
City Hospital, Hucknall-road, Nottingham, from whom particu: 


lars may be obtained. 
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NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
at the Department of Thoracic Surgery. Post vacant 24th 
March, 1957. Salary £745 p.a., less £150 p.a. for residential 
emoluments. The appointment will be for 1 year. 

Applic ations, stating age, nationality, “qualifications and 
expe rience, together with copies of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 

NOTTINGHAM CHILDREN’S AND CITY HOSPITALS. 
(880 Beds. Post recognised for training for D.C.H.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (pediatrics) required. Appointment for 1 year in first 


instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 4th March, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. oe. 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (anesthetics) required about 17th “¥: h, 1957. 
The post is recognised for the D.A. and the F.F.A.R.C.S. This 
is a busy General Hospital giving experience in all branches of 
surgery. 

Applic ations, stating age, nationality, qualifications and 
experience, together with copies of testimonials, to be sent to 
the Group Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(casualty) ; duties to commence early March. Establishment 3. 
Recognised for F.R.C.S. Pest offers wide experience of casualty 
wor 

Applic ations, stating age, nationality, qualifications and 
experience, together with copies of testimonials, to be sent to the 
Secretary, General Hospital, Nottingham. 
NORTHAMPTON GENERAL HOSPITAL. 
Vacancies Ist April, 1957, for the following :— 

HOUSE QF FICER (general surgery). 

&. 


F.R. 

HOU ~p- ‘OFFIC ER (Department of Anesthetics). 
nisec ).A. 

HOUSE OF FICER estas and Orthopedic Department). 
Recognised for F.R.C.S. 

mt it OFFICER (C aaeie Department). 
RC 








(482 Beds.) 
Recegnised for 
Recog- 


Reecguised for 


HOUSE OFFIC ER (Dermatological Department) (Har- 
borough Road Hospital). 
SENIOR HOU SE oFr FICER (Casualty Department). Recog- 


nised -* F.R.C 
SENIO 2 HOUSE “OFFIC ER (Department of Pathology). 
SENIOR HOUSE OFFICER (Departme nt of Anesthetics). 
Recognised for D.A. & F.F.A.R.C. 

All posts, except those of iets ews Officer, Dermato- 
logical House Officer and Senior House Officer, recognised for 
pre-registration. (Casualty House Officer "recognised for 
medical pre-registration. ) All 6 months appointments in 
first instance - 

Applications, enclosing copies of 3 testimonials, as soon as 
possible, to S. G. HILL, Superintendent. 

AMENDED ADVERTISEMENT 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in General Medicine to the Kettering Group of hospitals with 
duties mainly at Kettering General Hospital. The appointment 


will be for 1 year and eligible for extension to 2 years. Single 
accommodation is available. , 
Regis- 


Applications on forms obtainable from the Secretary, 
trar Committee, 43, Banbury-road, Oxford, must reach him by 
2nd March. ; 

OXFORD REGIONAL HOSPITAL BOARD. 
in Accident and Orthopedic Surgery to the 
Northampton Hospital Management Committee. The duties 
will mainly be at Northampton General Hospital, but will 
include work at the Mansfield Orthopedic Hospital. The appoint- 
ment will be for 1 year and eligible for a second year. The 
successful candidate may live in or near the Nerthampton 
General Hospital. 

Applications, on forms obtainable from the Secretary, Regis- 

trars Committee, 43, Banbury-road, Oxford, should reach him 
by 16th March. 
PETERBOROUGH. THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the position of HOUSE 
SURGEON, vacant Ist April, 1957. 

Applications, with testimonials, should be addressed to the 
Secretary, Memorial Hospital, Peterborough. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. SENIOR HOUSE OFFICERS in Anesthetics, 
vacant Ist April and Ist May, 1957. Recognised for the D-hee 
and F.F.A.R.C.S. The appointments will be for a period of 12” 
months. Applicants to state which date they will be available. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 3 referees, 
to be sent to the undersigned as soon as possible. 

F. HALL, Deputy Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. _ 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatients 
Department serving population of 174,000.) PONTYPRIDD AND 
RHONDDA HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (pathology). The a ppointment to be 
until 30th September in the first instance. Previous experience 
in pathology not essential. Emergency duties are shared with 
other residents. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. 


Registrar 
hospitals of 
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PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 
CHURCH VILLAGE. (316 Beds and large Outpatients Department. 
Committee’s base hospital serving population of 174,000. 
Recognised for D.Obst.R.C.0.G., F.R.C.S., D.C.H., F.F.A.R.C.S., 
D.A.) PONTYPRIDD AND RHONDDA HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER (surgery). 
Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Courthouse-street, 
Pontypridd. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
(1) Royal Portsmouth Hospital 
HOUSE SURGEON. 70 Beds. Pre-registration post. 
Vacant Ist March. 
(2) St. Mary’s Hospital (130 surgical beds) 
HOUSE SURGEON (pre-registration) vacant now. 
(3) Queen Alexandra Hospital (78 medical beds) 
mos PHYSICIAN (pre-registration), vacant 15th March, 
vot 


Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

“'t. Mary’s Hospital, Milton-road, Portsmouth. 


PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEON (pre-registration) required immediately for general 
surgery. 

Applications to Group Medical Superintendent. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. House 
SURGEON (pre-registration) required immediately for Ortho- 
peedic and Fracture Unit. 

Applications to Group Medical Superintendent. 
PAISLEY. 1.D. HOSPITAL, Hawkhead-road. House 
PHYSICIAN (pre-registration) required immediately. 

Applications to Group Medical Superintendent, Royal 
Alexandra Infirmary, Paisley. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) HOUSE PHYSICIAN (pre-registration) required, vacant 
16th March, 1957. 

Applications, &c. (1 testimonial only necessary from pre- 
registration applicant seeking first post) to be sent to the 
undersigned by 2nd March, 1957. J.C. FIELD, Secretary. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (obstetrics and gynecology), vacant 26th 
March, 1957. The appointment is for 1 year and is recognised 
for the M.R.C.O.G. Applicants must have had previous experi- 
ence in this specialty. Duties include attendance at ante-natal 
and gynecological clinics in the area and supervision of juniors. 

Applications, stating age, &c., with copies of recent testi- 
monials, to the undersigned by 2nd March, 1957. 

J.C. FIELD, Secretary. 

ROCHFORD, ESSEX. QENERAL HOSPITAL. (622 
Beds.) HOUSE OFFICER (obstetrics) required. Post vacant 
2ist March, 1957. Recognised for D.Obst.R.C.0.G. The 
Hospital has 75 maternity beds, a gynecological ward of 25 
Beds, and a Premature Baby Unit of 8 Cots. 

Applications, stating age, &c., to the Secretary at the above 
Hospital by 2nd March, 1957. J.C. FIELD, Secretary. _ 


ROCHFORD, ESSEX. GENERAL HOSPITAL. Locum 
GERIATRIC REGISTRAR required for the period 26th 
February-17th March, 1957, inclusive. 

Applications, stating age, qualifications and experience, should 
be sent to the undersigned as soon as possible. 

. C. FIELD, Secretary. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required from 28th 
March, 1957, in the General Surgical Unit. Recognised for 
F.R.C.S. Open to either pre-registration applicants or to fully 
qualified practitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for 
candidates to obtain first-class tuition and experience. The 
=— appointed will be attached to a unit of approximately 
0 Beds. 

Applications should be forwarded immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (neurosurgery) required 
immediately. Suitable for candidates seeking higher medical or 
surgical qualifications. Recognised for the F.R.C.S. (Eng.). 

Apply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 


ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Secretary, Romford 

Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE SURGEON/ 
OBSTETRIC AND GYNACOLOGICAL HOUSE SURGEON 
(recognised by R.C.O.G.) to run consecutively in this order from 
2nd May, 1957, for a period of 6 months in each. The posts are 
open to pre-registration candidates. 

Apply, giving names and addresses of 2 referees, to Group 
Secretary, Salisbury Group Hospital Management Committee, 
Odstock Hospital, Salisbury. * 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of REGISTRAR to the E.N.T. 
Department. Post recognised for D.L.O. and F.R.C.S. 

Application forms obtainable from, and must be returned to, 
Group Secretary, Salisbury Group Hospital Management Com- 
mittee, Odstock Hospital, Salisbury, Wilts, by 11th March. 





SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER ANASTHETIST (resident). 
In the theatres about 3000 operations are performed annually. 
2 Consultant Anesthetists are available. The Hospital is recog- 
nised for the D.A. and the F.F.A.R.C.S8. 

Applications, stating the names and addresses of 2 referees, 
should be forwarded to the Secretary, Hope Hospital, Salford, 6, 
as soon as possible. 

SCOTLAND. CASTERN REGIONAL HOSPITAL 
BOARD. DUNDEE AREA. Thoracic (and Cardiac) Surgery. Applica- 
tions are invited for <2 appointment of SENIOR REGISTRAR 
in Surgery for duty in the Regional Thoracic Surgical Centre 
at Ashludie Hospital, Monifieth, by Dundee (222 Beds—60 for 
thoracic surgery) and, in the Cardiovascular Department of the 
Professorial Surgical Unit at Dundee Royal Infirmary (the 
principal general teaching hospital associated with the University 
of St. Andrews—524 Beds). Higher surgical qualification 
essential. Previous experience in thoracic surgery desirable 
and experience in general chest medicine an advantage. Salary 
and conditions of service in accordance with national agreement. 

Further particulars and forms of application from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 2nd March, 1957. 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Obstetrics and Gynscology—main_ duties in 
Aberdeen General and Aberdeen Special Hospitals. Candidates 
should have experience in their specialty and preferably hold 
an appropriate higher qualification. 

Applications, giving 2 names for reference, should be submitted 
by 22nd March, 1957, to the Secretary, 1, Albyn-place, Aberdeen, 
from whom further particulars may be obtained. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time post of 
REGISTRAR at the County Hospital, Stornoway (Tuberculosis 
> Infectious Diseases). A house is available for a married 
omicer. 

Further particulars and forms of application are available 
from the undersigned, with whom applications should be ledged 
by 16th March, 1957. A. M. FRASER, M.D., 

Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

E Raigmore, Inverness. _ ; =e 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time post of 
SENIOR REGISTRAR in Anesthetics. Duties mainly at the 
Royal Northern Infirmary and Raigmore Hospital, Inverness. 

Forms of application and further particulars may be obtained 
from the undersigned, with whom applications should be 
lodged by Saturday, 16th March, 1957. 

A. M. FRASER, M.D., 
Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

“s Raigmore, Inverness. _ . Sa ee 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Whole-time Locum Tenens ANASSTHETIST (Senior 
Registrar grade) required for 34 months from Ist June, 1957. 
Main duties at the Reyal No~hern Infirmary and Raigmore 
Hospital, Inverness. 

Applications, on forms obta:aable from the undersigned, 
should be submitted as soon as possible. 

A. M. FRASER, M.D., _ 
Secretary and Administrative Medical Officer. 

Office of the Northern Dasional Hospital Board, 

Raigmore, Inverness. * ; rr 
SCOTLAND. SOUTH-EASTERN REGIONAL HOSs- 
PITAL BOARD. REGISTRAR in Medicine in a Teaching Unit 
at the Eastern General Hospita! (Edinburgh Northern Group). 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh; 3, by 16th March. ‘i 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of SENIOR HOUSE. 
OFFICER (obstetrics and gynecology) (55 obstetric beds, 
29 gynecological beds), tenable for 1 year, and recognised for 
the M.R.C.0.G. The duties are mainly concerned with gynsco- 
logical beds, relieving Registrar and Obstetrical House Officer 
in Obstetrical Department. Post vacant now. : : 

Applications, giving full particulars of qualifications and 
experience, together with the names of 2 referees to whom 
application may be made, to be sent immediately to the 
Secretary, Southlands Hospital. 

A. V. OaKTON, Group Secretary. _ 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts :— 

Royal Infirmary Unit 2 

(a) NON-RESIDENT REGISTRAR or SENIOR HOUSE 
OFFICER in General Medicine. Grade according to qualifications 
and experience. Post vacant 25th March, 1957. 

Closing date for applications 6th March. 

Children’s Hospital 

(6) MEDICAL REGISTRAR (normally resident) post vacant. 
Inpatient and outpatient responsibilities. Full opportunities to 
attend Clinical Conferences in this and associated hospitals. 

Closing date for applications 28th February, 1957. 

Applications for the above posts, should state age, qualifications 
and experience, give the names of 3 referees and be sent to the 
Chief Administrative Officer, The United Sheffield Hospitals, 
West-street, Sheffield, 1. os 
SHEFFIELD, 5. CITY GENERAL HOSPITAL. Locum 
HOUSE SURGEON (general surgery) required for the period 
28th April-1l4th July, 1957. y 

Apply, giving full details, to the Group Secretary, Nether 
Edge Hospital, Sheffield, 11. 
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SHEFFIELD. CITY GENERAL HOSPITAL. (692 Beds.) STIRLING AND CLACKMANNAN HOSPITALS 
3HEFFIELD REGIONAL HOSPITAL BOARD. Whole-time NON- BOARD OF MANAGEMENT. RESIDENT HOUSE SURGEON 
RESIDENT REGISTRAR in General Medicine. Some duties (pre-registration) at Clackmannan County Hospital, wanted 
also at Firvale Infirmary (Chronic Sick). Post offers special immediately. 

sent to the Group Medical Superin- 


experience in chronic respiratory disease and pulmonary function 
tests. Appointment for | year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 4th March, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD. KING EDWARD Vil 
HOSPITAL, Rivelin Valley-road, SHEFFIELD. (144 Beds.) 
SHEFFIELD NO. 3 HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from registered medical practitioners for the 
post of SENIOR HOUSE OFFICER (resident) at the above 
Hospital. The post, which is normally held for 1 year in the 
first instance, will be subject to the terms and conditions of 
service for hospital medicai staff. Salary £745 p.a. Emolument 
charge £150 p.a. 

Applications, with names of 2 
Sheffield No. 3 Hospital Management Committee, 
Hospital, Sheffield, 10. 

SHREWSBURY. CROSS HOUSES HOSPITAL. (34 
maternity beds.) OBSTETRIC HOUSE SURGEON (pre- 
registration post), vacant 5th April, 1957 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
INFIRMARY AND 


ORTHOPAEDIC 


referees, to Group Secretary, 
Lodge Moor 


SHREWSBURY. ROYAL SALOP 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANs- 
THETIST (Senior House Officer). Post recognised for 


F.F.A.R.C.S. Registrar also employed. Vacant immediately. 
Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group Royal Salop Infirmary, Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
Ist March, 1957. Pre-cegistration candidates eligible. Recognised 
for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary. Shrewsbury. 


SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
REGISTRAR required for busy Casualty Department, resident 
or non-resident. Experience provided in orthopedic and hand 
surgery. 
Forms of application from, and returnable to, Secretary, 
Windsor Hospital Management Committee, Alma-road, Windsor, 
by 10th March. 
SOUTHAMPTON CHEST HOSPITAL. (261 Beds.) 
SENIOR HOUSE OFFICER required in March, to be responsible 
for Infectious Diseases Unit. The duties are such as to suit a 
candidate reading for higher examinations. The Unit is sited 
at a Hospital possessing up-to-date Tuberculosis and Thoracic 
Surgical Units, whilst the Southampton Group of hospitals as 
a whole affords excellent opportunities for study and experience 
in all branches of medicine. 
Applications, together with copies of recent testimonials, 
should be forwarded as soon as possible to the Group Secretary, 
Southampton Group Hospital Management Committee, Bullar- 


street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) RESIDENT HOUSE SURGEON required. 


Pre-registration candidates eligible. 
Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Ophthalmology to fill a vacancy 
in the approved trainee establishment at the Hastings Group 
of hospitals, available on Ist April, 1957. The appointment 
will be in accordance with the terms and conditions of service 
of hospital medical and dental staffs (England and Wales), 
and will be for 1 year in the first instance. 


Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 


Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 9th March, 1957. 


SOUTHEND GENERAL HOSPITAL. Locum Medical 
REGISTRAR required for period 11lth-24th March, both dates 
inclusive. 

Applications, stating age, qualifications, and experience, to 
be sent to the Secretary at the Hospital as soon as possible. 

d », FIELD Boerovery 
SOUTHEND-ON-SEA GENERAL HOSPITAL. io 
cations are invited for the appointment of RESIDENT AN 
THRTIST (Senior House Officer grade). Post vacant Ist April, 
1957. Appointment recognised as fulfilling the conditions of 
the F.F.A.R.C.S8. and the D.A. 

Applications, stating age, experience and qualifications, with 
copies of 2 testimonials, should be sent to the undersigned not 
later than 26th February, 1957. C. FIELD, Secretary. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 8ST. HELENS HOSPITAL. (196 Beds.) Applica- 
tions are invited for the appointment of RESIDENT HOUSE 
SURGEON (Senior House Officer grade) which becomes vacant 
from Ist March, 1957. 

Applications, stating age, 
giving 2 names for reference, 


qualifications and experience, and 

should be forwarded to— 

N. RICHARDS, Group Secretary. 
Whiston Hospital, Prescot, Lancs. 

STAFFORD. STAFFORDSHIRE GENERAL INFIR- 

MARY. (175 Beds. Recovery Unit 32 Beds.) SENIOR HOUSE 

OFFICER (obstetrics and gynecology), resident post. 
Applications to Group Secretary, Stafford Hospital Manage- 

ment Committee, 13, Foregate-street, Stafford. 
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Applications should be 
tendent, Royal Infirmary, 
STOCKPORT INFIRMARY. (163 Beds.) Stockport and 
BUXTON HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE OFFICER (general surgery and 
ophthalmology ), vacant 9th March, 1957. This post is approved 
ee registration purposes and recognised for the F.R.C.S. and 


Stirling. 


Applic ations, stating age, qualifications and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
Locum REGISTRAR in E.N.T. Surgery required for 1 month 
from ist March, 1957. 

Applications to Group Secretary, Hospital Management 
Committee, Princes-road, Stoke-on-Trent, as soon as possible. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (pediatrics) required. Post vacant 10th 
March. Pre-registration. Hospital recognised for D.C.H. 

Detailed applications, with copy testimonials, to Goerstery, 

5 e-on- 


Hospital Management Committee, Princes-road, 

Trent. Ne 

STOKE-ON-TRENT. ORTH STAFFORDSHIRE 

ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 

required. Pre-registration post. Hospital recognised for F.R.C.S. 
Jetailed applications, with copy testimonials, to Group 

Secretary, Hospital Management Committee, Princes-road, 


Stoke-on-Trent. 
SUTTON, SURREY. BANSTEAD HOSPITAL. (2400 
Beds.) Applications are invited for the of PSYCHIATRIC 
REGISTRAR at the above Hospital, which offers full facilities 
for training in psychiatry, including the special study of neuroses 
and child guidance. Courses in psychology are arranged for the 
D.P.M. Residence is optional, but at present accommodation is 
only available for a single person. 

Candidates should apply to the Secretary, Banstead Hospital, 

Sutton, Surrey, for forms of application, which should be 
returned duly completed, within 14 days of the appearance of 
this advertisement. Candidates may visit the ospital by 
arrangement with the Physician-Superintendent. 
SWANSEA HOSPITAL, Swansea. Glantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER in the Surgical 
Unit of the above Hospital. Vacancy Ist April, 1957. The post 
is recognised under the F.R.C.S. (Eng.) regulations. 

Applications, stating age, ‘qualifications and experience, 
together with copies of 2 recent testimonials, should be forwarded 
to the Hosnital Secretary. _T. E. JonrEs, Group Secretary. 


SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for the appointment of 
SENIOR HOUSE OFFICER as Casualty Officer and Ortho- 
peedic House Surgeon at Great Western Hospital, Swindon, 
vacant on 14th March. Post recognised by R.C.S. for 6 months 
of years training under Fellowship regulations. Work of Accident 
and Orthopedic Department, associated with Nuffield Ortho- 
peedic Centre (Wingfield Morris Orthopedic Hospital). Oxford, 
includes large number of industrial injuries. Salary £745 p.a., 
less £150 p.a. for residential emoluments. 

Full details and names of 3 referees to Secretary, 7, 
road, Swindon, Wilts, as soon as possibie. 
SWINDON AND DISTRICT HOSPITAL i 
MENT COMMITTEE. ST. MARGARET’S HOSPITAL, S8TRA 
Applications invited for post of RESIDENT SENIOR HOU SE 
OFFICER for Peediatric Unit. Post recognised for L.C.H., 
permits time for postgraduate study ; vacant 3lst March. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, Wilts, as soon as possible. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 29th March. Preference given to persons seeking 
pre-registration post. 

Applications, stating age, experience, and qualifications with 
dates, with copies of 2 testimonials, to Secretary. 


TORQUAY. TORBAY HOSPITAL. Senior Resident 
HOUSE OFFICER (medicine) required mid-April, 1957. 
There is a complement of 6 Resident House Officers. 

Applications, stating qualifications, age, nationality, with 


copy testimonials (quoting ref. F.955/78), to the Group Secretary, 
Torbay 


Okus- 


Torquay District Hospital Management Committee, 
Hospital, Torquay, S. Devon. : 
TREDEGAR, MONMOUTHSHIRE GENERAL HOS- 
PITAL. (20 miles from Newport and 24 from teaching hospital 
at Cardiff ; 6 mil : from Vale of Usk.) Applications are invited 
for post of HOUSE SURGEON. Preference given to pre- 


registration candidates. Surgical unit of 50 Beds and 6 ortho- 
peedic beds under daily supervision of Consultant Surgeon and 
visiting supervision of Orthopedic Surgeon. Busy Outpatient, 
Casualty and Radiological Departments. Married quarters. 
Apply to Group Secretary, address as above. 
TYNEMUUTH VICTORIA JUBILEE INFIRMARY, 
Hawkey’s-lane, NORTH SHIELDS. Locum RESIDENT ME DICAL 
OFFICER (Junior Hospital Medical Officer or Senior House 
Officer grade ), required for 5 weeks commencing Ist March, 1957. 
Applications, with names of 2 referees, to House Governor. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham U men 4 Medical] 
School.) HOUSE OFFICER (pre-registration), E.N Depart- 
ment, recognised tor the D.L.O. and F.R.C.S. examinations, 


vacant now. 
Applications, with copies of testimonials, to Secretary. 
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WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) HOUSE SURGEON (pre-registration post), vacant now. 

__ Applications, with copies of testimonials, to Secretary. 
WARRINGTON GENERAL HOSPITAL. (344 Beds.) 
Applications are invited for the post of RESIDENT ANAS- 
THETIST (Male or Female). Graded as Senior House Officer. 
The Hospital is recognised for the D.A. examination. Salary is 
£745 p.a., less a deduction of £150 p.a. for residential emoluments. 

Applications, stating qualifications and experience, shouid be 
sent to— HENRY L. Boot, Group Secretary. 

Warrington and District Hospital Management Commit'+e. 

c/o General Hospital, Warrington, Lancs. 
WARWICK (near). KING EDWARD Vil MEMORIAL 
CHEST HOSPITAL, HERTFORD HILL, near WARWICK. JUNIOR 
HOSPITAL MEDICAL OFFICER (resident). Applications are 
invited for this appointment in a modern Thoracic Surgical 
Unit. All forms of major and minor thoracic surgery undertaken, 
ost offers wide general training in non-tuberculous and tubercu- 
ous surgery. Facilities available for postgraduate study. 
Previous experience in specialty is not essential. 

_Applications to Medical Superintendent. 


WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general surgery), Caernarvon and Anglesey 
General Hospital, panget (130 Beds). Non-resident. Hospital 
rea for F.RC 

SURGICAL REGISTRAR (orthopeedics) to serve Cardiff 
Hospital Management Committee. Based at Prince of Vales 
Hospital, Khydiafar, near Cardiff (200-300 Beds). Hospital is 
Regional Orthopmdic Centre for South Wales Area. Married 
accommodation available. 

REGISTRAR (obstetrics and gynscology), Neath General 
Hospital, Neath (412 Beds). Hospital recognised for M.R.C.0.G 
Resident /non-resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (orthopedics), Royal Gwent Hospital, Newport. 
Separate Fracture and Orthopredic Unit (36 Beds). Own 
—_ —~ X-ray and Rehabilitation Departments. Non- 
resident 

REGISTRAR (general surgery), based West Wales General 
Hospital, Carmarthen. Resident. 

REGISTRAR (general surgery ), bs W oolos Hospital, ieee 
Mon. (379 Beds). Post covers 52 Beds, recognised F.R.( 
6 months. Non-resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WEST HARTLEPOOL. GENERAL HOSPITAL. (471 
Beds.) Applications are invited for the post of SENIOR HOUSE 
PHYSICIAN at the above Hospital, vacant end February. 

Applications, stating age, nationality and qualifications 

with dates, and accompanied by copies of 2 testimonials, should 
be sent to the Group Secretary, Hartlepools Hospitals Manage- 
ment Committee, at the General Hospital, West Hartlepool, 
as soon as possible. 
WEYMOUTH AND DISTRICT HOSPITAL, Weymouth. 
WEST DORSET GROUP HOSPITAL MANAGEMENT COMMITTEE. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
MEDICAL REGISTRAR required (Registrar grade) at above 
Hospital. Salary according to experience (£850 or £965 p.a.), 
with deduction of £170 p.a., if resident. 

Application form, which should be returned, duly completed, 

by 16th March, 1957, from Group Secretary, West Dorset 
Hospital Management Committee, Damers-road, Dorchester, 
Dorset. 
WHITEHAVEN HOSPITAL, Cumberland. (119 Beds, 
plus 31 Beds in Annexe.) HOU SE SURGEON, with orthopedic 
and ga duties (recognised pre-registration, Senior House 
Officer grade if appropriate), vacant mid-March. Furnished 
married quarters available. 

Detailed applications with dates, and names of 2 referees, to 
Group Secretary, Workington Infirmary, Cumberland. 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOs- 
PITAL. (315 Beds.) HOUSE PHYSICIAN (pre-registration), 
vacant 6th April. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE SURGEON (post recognised b 
Royal College of Surgeons) required for general surgery wit 
some F.N.T. duties. Approved pre-registration post. Vacant 
27th February. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. 
WORCESTER ROYAL INFIRMARY. House Physician 
el tage = or otherwise) required at this busy General 

ospital of 213 Beds. The post offers wide and varied 
experience. 

Applications to the Hospital Secretary. 
WORCESTER ROYAL INFIRMARY. (213 Beds.) Locum 
SURGICAL REGISTRAR required for March and April. 
post offers excellent experience. 

Applications, with nam» and addresses of referees, to be 
sent immediately to the Hospital Secretary. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
required 18th March, 1957, for the Group Geriatric Unit of 323 
Beds based on St. Mary’s Hospital, under the direction of a 
whole-time Consultant Geriatric Physician. 

Applications, with details of qualifications, experience, age 
nationality, and the names of 2 referees, immediately to the 
Secretary, Bootham Park, York. 





YORK. COUNTY, CITY AND YEARSLEY SRIDGE 
HOSPITALS. Locum Tenens SENIOR HOUSE OFFICER in 
— and Infectious Diseases required 5th-20th March, 


Applications, giving age, nationality, qualifications and names 
of 2 referees, to Group Secretary, York A and Tadcaster Hospital 
Manacre ment Committee, Bootham Park, York, immediately. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for 2 whole-time posts as SENIOR 

OUSE OFFICER in Clinical Pathology ; 1 at Brooke Park 
Laboratory, Londonderry, and 1 at the Central Laboratory, 
Belfast. The terms and conditions will be in accordance with the 
Authority’s application of the Spens report to Northern Ireland, 

Applications to be made on a form obtainable (with further 


+ particulars) from the Secretary, Northern Ireland Hospitals 


Authority, 44-46, Queen-street, Belfast, and to be returned 
not later than 16th March, 1957. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as Locum Tenens 
REGISTRAR in General Surgery at hospitals managed by the 
Coleraine and Portrush Hospital Management Committee. 
Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Tospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 9th March, J rs : 
NORTHERN ([{RELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as TUTOR/ 
REGISTRAR in General Medicine at pocpetare managed by the 
Belfast Hospital Management Committee. The appointment 
will be made jointly by the Authority and the Queen’s University, 
Belfast, and will involve teaching and other University duties 
as Tutor in the Department of Medicine. 
Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, 44-46, Queen-street, Belfast, and_which 
— be returned so as to be received not later than 9th March, 
1 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as TUTOR/ 
SENIOR HOUSE OFFICER in General Medicine at hospitals 
eee by the Belfast Hospital Management Committee 
The appointme nt will be made jointly by the Authority and the 
Queen’s University, Belfast, and will involve teaching and other 
University duties as Tutor in the Department of Medicine. 
Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Autnority, 44-46, Queen-street, ‘Belfast, and which 
must be returned so as to be received not later than 9th March, 
1957. 
IOWA, U.S.A. IOWA METHODIST HOSPITAL, Des 
MOINES, 10wA. 400-Bed General Community Hospital fully 
approved for resident training in all specialties. Also have 
opportunities for l-year INTERNS. U.S.A. citizenship and 
licensure not required. Stipend $175 per month, plus full 
maintenance for Physician ; apartment available for family. 
__ Apply Administrator. 
U.S.A. ELMHURST GENERAL HOSPITAL, Eimhurst, 
NEW YORK, U.S.A. (960 Bed general municipal hospital, formerly 
New York City Hospital.) Approved by the Joint Commission 
on Accreditation of Hospitals. Also approved by the American 
College of Surgeons and American Medical Association for 
Interneship and Residency training. Only graduates from 
approved university schools accepted. Several openings in 

totating and Straight INTERNESHIPS and a few first and 
second year RESIDENCIES are available for the term com- 
mencing Ist July, 1957. Stipend for Internes is $855 per year 
= confplete maintenance. 

Apply to Chairman of Interne and Resident Committee. 


Public Appointments 


NORTHERN NIGERIA. For appointment of Medical 
Officers see page 51. 

BASUTOLAND PROTECTORATE. Medical Officers 
with qualifications registrable in United Kingdom required for 
sole charge of hospital in districts where at present only 1 Medical 
Officer is stationed. District hospitals are of cottage hospital 
type and each includes an outpatient department. Duties 
inelude weekly visits to loca] gaol, and medico-legal post-mortem 
examinations. 

Appointment on 2 years probation to the pensionable estab- 
lishment. Salary £940-£1515 a year, starting point determined 
by age and experience. Following also payable :— 

(a) Cost-of-living allowance of 12% of salary up to maximum 
pH 32 a year for married officers and half this rate for single 
officers. 

(b) Education allowance of £50 for each child (up to 3 under 
the age of 18) for education outside territory. 

Free passages for Officer, wife and up to 3 children. Local 
leave permitted and generous home leave granted after each tour 

of 24-30 months. Income-tax at local rates which are low. 

Application forms from Director of neeteait Colonial! 
Office, London, 8.W.1 (quoting No. BCD.117/76/01) 
YORKSHIRE. NORTH RIDING COUNTY COUNCIL. 
MEDICAL OFFICER in charge of Mobile Clinic. Applications 
are invited from suitably qualified Women for the above post. 
The clinic serves a rural area immediately to the North of York. 
Salary scale £1050-£50-£1200-£55-£1475. Experience in 
children’s diseases and infant feeding is essential: the 
possession of a D.C.H. and recent experience in a maternity 
hospital will be considered additional qualifications. Car 


desirable. 

Applications, on a form obtainable from the County Medical 
Officer, to be returned not later than 2nd March, 1987, to the 
Clerk of the County Council, County Hall, Northallerton, 
Yorkshire 

6? 
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GOVERNMENT OF THE FEDERATION OF NIGERIA. 
SENIOR PATHOLOGIST required to direct fully equipped 
Forensic Science Laboratory with a Department of Photography 
and to conduct medico-legal autopsies and examinations. Other 
duties include blood grouping, toxicology, training of junior 
technical staff and advisory duties to the Attorney-General, the 
Nigeria Police, and the Chief Medical Adviser. Candidates must 
possess medical degree registrable in United Kingdom, a higher 
qualification (e.g., D.C.P. or Dip. Bact.), experience in forensic 
medicine, and if possible, also in forensic science generally, and 
10 years experience after original registrable qualification 
(including at least 3 years in general pathology— including morbid 
anatomy, histopatholegy, biochemistry and haematology with 
blood grouping techniques—but not necessarily bacteriology ). 
If candidate has less than 10 years experience, appointment as 
Special Grade Medical Officer (Pathology) can be made. 

Appointment may be :— 

(a) On 3 years probation for permanent and pensionable 
employment. Pension (non-contributory) at rate of 1/600th of 
final pensionable emoluments for each completed month of 
reckonable service. 

(6) From National Health Service, candidate retaining super- 
annuation rights up to 6 years and receiving gratuity (taxable) 
of 20% of aggregate of salary. 

Salary under (a) or (b) is £2220 a year, or on scale from 
£1326 to £1950 for a Special Grade Medical Officer (Patholo 

(ec) On short-term contract (2 tours of 18-24 months) with 
salary of £2664 a year, or from £1536 to £2286 for Special Grade 
Medical Officer. On completion of contract a gratuity (taxable) 
is paid at rate of £37 10s. for each completed period of 3 months 
service including leave. 

Officer appointed under (a) or (c) is required to contribute to a 
Widows’ and Orphans’ Pension Scheme. 

Quarters at low rental. Free return passages for Officer and 
wife. Return passages for children, to age 18, provided this does 
not exceed cost of 2 adult return passages in any | — of 
service. Children’s (separate domicile) allowance of £75 a year 
for each child under 18, ceasing if children join parents in 
Nigeria. Income-tax at low local rates. Local leave permissible 
and generous home leave after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1, (quoting No. BCD. 117/14/051). 


STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT. 
SENIOR MEDICAL OFFICER (maternal and child welfare). 
Applications are invited for the above appointment from re *gis- 
tered medical practitioners (Women) holding a Diploma in 
Public Health and having had extensive experience in maternal 
and child welfare, and genera) public health work. The salary 
will be on the Whitley Council scale £1520-£50-£€55 (7)-#1955. 
The person appointed will be responsible, under the direction 
of the Medical Officer of Health, for carrying out the administra- 
tive duties of the Maternal and Child Welfare Section of the 
Public Health Department and any such duties as the Medical 
Officer of Health may from time to time determine. The appoint- 
ment will be subject to the provisions of the National Health 
Services (Superannuation) Regulations, 1947, and the successful 
—— will be required to pass a medical examination. 
Applications (no forms) in envelopes endorsed, ** Senior 

Medical Officer (Maternal and Child Welfare),”” together with 
copies of 3 recent testimonials or names of 3 referees, to be 
delivered to the Medical Officer of Health, Public Health Depart- 
ment, St. Peter’s Chambers, Glebe-street, Stoke-on-Trent, 
not later than 16th March, 1957. 
Harry TAYLOR, Town Clerk. 
SURREY COUNTY COUNCIL. Child Guidance Clinics. 
Medical practitioners possessing the D.P.M. and who have had 
previous experience of child guidance work are invited to apply 
for vacancies in this service. Full-time or Part-time service 
considered. Salary according to Whitley Council rates 

Applications, stating age, qualifications, and experience, to 
County Medical Officer, County Hall, Kingston upon Thames, 
from whom further particulars can be obtained. 


WORCESTERSHIRE COUNTY COUNCIL. Assistant 
COUNTY MEDICAL OFFICER. Applications invited from 
registered medical practitioners (Men or Women) for this 
appointment. The auties will chiefly concern School Heaith and 
Child Welfare Services. C.H. or D.P.H. an advantage. 
Salary, travelling and subsistence allowances on national scale. 
Additional £200 p.a. paid for occasional duties during the absence 
of the Medical Officer of Health for Halesowen and Stourbridge 


Boroughs and Medical Superintendent of the Hayley Green 
Isolation Hospital. 
Application forms from County Medical Officer, County 
Buildings, Worcester. (S.20.) 
U.S.A. 
MENTAL HOSPITAL PHYSICIANS.—These posi- 


tions involve the performance and supervision of medical 
care and administrative services for patients in a 2800-Bed 
mental hospital in the Shenandoah Valley of Virginia. 
Merit increases, vacation, and sick leave with pay, 
retirement benefits. 

STAFF PHYSICIAN.—2 years of psychiatric experi- 
ence, at least 1 of which must have been in a mental 
hospital ; licence to practise medicine in State or eligi- 
bility therefor ; starting salary $8784 per year. 

JUNIOR PHY SICIAN.—Graduate from a recognised 
medical college supplemented by 1 year of rotating intern- 
ship in an approved hospital ; licence to practise medicine 
in State or eligibility therefor ; starting salary $8400 
per year. 

Apply for the above positions to Sit ve 
Western State Hospital, Staunton, Virginia, U.S 





BOLTON. COUNTY BOROUGH OF BOLTON. Applica- 
tions ate, fo sae ony Fe 3 rostetesed medical practitioners who 
hold lic Health for the appointment of 
DEPUTY. MEDICAL OF FICE R OF HEALTH AND DEPUTY 
PRINCIPAL SCHOOL MEDICAL OF FICER. Candidates 
should have had experience in all branches of the Public Health 
and School Health Services. The person appointed will be 
expected to undertake the duties of Leyes | Medical Referee 
for the purposes of the Cremation Acts and will be required 
te devote the whole of his time to the duties of these offices. 
The inclusive salary is £1576 13s. 4d.-£105(2)-£55-£1841 
13s. 4d. p.a. The post is superannuable, subject to 3 months 
notice on either side, and a medical examination will be necessary. 

Applications, stating age, full particulars of experience and 
qualifications, together with the names and addresses of 3 
referees, should be sent to me (quoting reference PH 20) to 
arrive not later than 6th March, 1$ 

Town Hall, Bolton. PHILIP S. RENNISON, Town Clerk. 


DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Vacancies for SENIOR ASSISTANT MEDICAL OFFICERS 


of Mental Hospitals. Senior Assistant Medical Officers (a) 
Inclusive 


Ardee, (b) Enniscorthy, District Mental Hospitals. 
salary for each post : £982-£1168 plus emoluments vate £168. 
Higher initial salary in certain cases. Age limits : 30-50 years 


with extensions in certain cases. 

Application forms and ae from the Secretary, 
45, Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms : 5 P.M. on 12th March, 1957. 


NOTTINGHAM. city OF NOTTINGHAM. Health 
SERVICES. Appointment of MEDICAL LOCUM TENENS 
Applications are invited from medical practitioners with experi- 
ence of Maternal and Child Health for a Locum Tenens Few 
—— oe May to September, 1957. Salary will be at the rate 
of £ p.a. 
Applications, accompanied by the names of 2 persons to whom 
reference may be made, should be sent to the Medical Officer of 
Health, | en cee Nottingham, ad later than 15th 
March, T. J. Owen, Town Clerk. 


Guildhall, ‘Nottingham, February, 1957. 


General Practice 


SOUTH-COAST. Private Practice for sale. Details 
from Myo x! hae tices Advisory Bureau, B.M.A., Tavistock- 


square, W 
Miscellaneous 


Smith, Kline & French International Company invite 
applications from suitably qualified Scientists for the position of 
Head of the Pharmacology Department in their Research and 
Development Group. The position is a progressive one in an 
expanding organisation. Candidates should be of Ph.D. standing 
with a wide knowledge of pharmacological methods and tech- 
niques. A knowledge of animal pathology would be an advan- 
tage and a good understanding of chemical principles is desirable. 
The salary paid will be commensurate with the experience, 
qualifications and ability of the applicant and the importance of 
~ position within the R & D group. The Company work a 

5-day week and an attractive contributory pension scheme is in 
operation.—Apply to the Head of Laboratory Services, Smith, 
Kline & French Int. Co., 120, Coldharbour- lane, London, 8.E.5. 


Applications are invited for post as Chief Medical Officer 
for Tea Garden Practice in Northern India, 3-year agreement 
renewable. Passages paid, 6 months leave after 3 years. Details 
of full terms and conditions of appointment on application.— 
Write, giving full personal particulars, including qualifications 
and pea held, to: Address, No. 276, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 


Medical Artist, recently qualified, at Edinburgh Univer- 
learning shorthand and typing, seeks post in or around 














sity, 
London.—Address, No. 281, THE LANCET Office, 7, Adam-street, 
Adelphi, London, W.C.2. 


Private home required in London for gentleman (49) 
suffering from muscular atrophy, unable to help himself. Fees 
by arrangement.—Address, No. 282, THe Lancet Office, 7, 
Adam-street, Adelphi, London, W.C.2. 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 
Medical X-ray Unit required ; to run at 100 Ma/90 K.V.P. 
rotating Anode Tube, Shockproof Cables, &c., also required 
Vertical Cassette Holder for chest radiography.—Please give 
full particulars to Ref. O.M., Address, No. 280, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.( 

For Sale. Cystoscope. Combined set (A. & H.), perfect 
condition. Complete in teak case. £25. Sigmoidoscope. Com- 
lete, fitted case, £9.—Address, No. 283, THE LANCET Office, 
, Adam-street, Adelphi, London, W.C.2. 

Hanovia Duo-Therapy Unit Model IX in perfect order 
to sell.— PAD. 2967. 
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For safe, efficient hydrocortisone treatment of 


upper respiratory tract disorders 


VASOCORT SPRAYPAK 


intranasal hydrocortisone and two decongestants 
to reduce inflammation and oedema in 
acute, chronic and allergic rhinitis 
sinusitis 


and nasopharyngitis 





‘Vasocort Spraypak’ contains hydrocortisone alcohol 0.02% and 
two decongestants : gheorleghaion hydrochloride 0.125% and 
‘Paredrinex’ (p-hydroxyamphetamine hydrobromide) 0.5%. 
Because ‘ Vasocort’ contains such low concentrations of 
hydrocortisone, phenylephrine and ‘Paredrinex’ it seldom 
produces untoward reactions. 


It is an ideal preparation for use in children. 
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BISHOPSGATE 320! (20L/NES) 
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teve Congestion... 
is not an easy problem where traffic is 
concerned but when congestion is present 
in the upper respiratory tract, particularly 
when it is associated with the common cold, 
Piriex provides the simple and effective 
answer. Piriex relieves congestion, alleviates 
sneezing and lachrymation and gives wel- 
come relief in common seasonal catarrhs 
of the respiratory tract including bronchitis, 
and broncho-pneumonia. 


| EX 


trade Mark 





R 


as =Pirito Linectus) 
Each teaspoonful of Piriex contains 2 mg. Piriton 
(chlorpheniramine) maleate, 100 mg. ammonium 
chloride B.P. and 44 mg. sodium citrate B.P. Sup- 


plied in bottles containing 4 fluid ounces and 2 litres 
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